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Word Count: 4870
Introduction
During my undergraduate studies, I first began to learn about a disorder called 
schizophrenia. This strange disorder, where non-existent voices communicated 
with the person, seemed to me to be a human experience I could never fully 
understand.
When the time came for me to leave this medically-driven, academic world and 
meet people who were actually experiencing these symptoms, I was filled with 
uncertainty. “How on earth shall I be able to communicate with someone who 
lives in such an alien world?”
Meeting people with a diagnosis of schizophrenia was a revelation. Although 
these people heard voices that were not present in a physical form, and 
experienced other symptoms of the disorder, I realised that beyond this, they 
were human beings, sharing many of the same emotions as others and myself. 
Meeting such people has enriched my life, and at the same time saddened me, 
seeing the stigma and discrimination met by them.
In this essay, I hope to show that far from being an abnormal experience, hearing 
voices is not necessarily a pathological sign, but a variant of everyday human 
experience.
Hearing voices is bound with psychosis, and therefore I start this essay with a 
review of evidence that suggests that schizophrenia was a part of the evolution of 
human consciousness. I will continue by highlighting incidences of hallucinatory 
experiences in non-psychiatric populations, and conclude with what implications 
these studies have for the treatment of auditory hallucinations in a clinical 
population.
Evidence for the Normality of Voice Hearing
Hallucinations are sensory experiences that occur in the absence of external 
stimuli. Auditory hallucinations, the hearing of a voice without a physical 
presence, have been considered by many (e.g., Schneider, 1959) as 
characteristic of a severe mental health problem, most often schizophrenia. 
Criteria for the diagnosis of schizophrenia have, over the years, been tightened 
due to over-diagnosis in the 1960s (Kuriansky, Deming, & Gurland, 1974), and a 
number of symptoms must be present over a period of at least one month to 
justify such a diagnosis. There is, however, an exception to this rule in the 
Diagnostic and Statistical Manual of Mental Disorders, 4*^  Edition (DSM-IV): if a 
person hears a voice commenting on their behaviour, or two voices conversing 
with each other, the criteria are considered met and a diagnosis is given 
(American Psychiatric Association, 1994). These diagnostic guidelines support 
the idea that hearing voices is a sign of psychopathology. Can the experience of 
hearing voices ever be considered ‘normal?’
Evolutionary Considerations
Julian Jaynes’ Bicameral Mind theory (1976; 1986) proposes that auditory 
hallucinations were a common, and welcome, part of the human experience for 
ancient peoples. He outlines a theory for the development of consciousness, 
which led to a decrease in the commonality of voice hearing. In its simplest form, 
Jaynes states that the two brain hemispheres, right and left, functioned almost 
independently. The left hemisphere was considered the ‘self while the right 
hemisphere was seen as a personal ‘god.’ The right hemisphere communicated 
with the left, telling it what to do. Because this voice from the right was perceived 
as coming not from the person, but from a higher source, the left hemisphere was 
compelled to listen and obey. At this time, human mentality was split between a 
decision maker (the right hemisphere) and a follower (the left hemisphere). In
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this sense, according to Jaynes, ancient peoples were in a constant 
schizophrenia-like state, and auditory hallucinations were universal.
As evidence for this theory, Jaynes cites several ancient texts, such as Homer’s 
The Iliad and sections of the Old Testament, claiming that the writings of the time 
did not display consciousness as we understand it today; “People are not sitting 
down and making decisions. No one is. No one is introspecting. No one is even 
reminiscing. It is a very different type of world,” (Jaynes, 1986, p. 134). When 
decisions needed to be made, a voice would be heard and obeyed, and 
attributed to the gods.
Jaynes does not propose that ancient people did not have the cognitive capacity 
for language, understanding, learning, and problem-solving, but that these 
processes were carried out without consciousness. Humans at the time were 
“creatures of habit” (Jaynes, 1986, p. 134).
Jaynes suggests that this state of human mentality was beneficial at the time as 
we moved from hunter-gatherer to an agricultural society. With the right 
hemisphere ‘god’ to direct them in their tasks, a leader was not required. As time 
moved on, however, our survival began to depend more and more on education, 
and this led to the breakdown of the bicameral mind and the emergence of 
consciousness as we know it today. As evidence, Jaynes cites ancient texts that 
begin to state that the gods have forsaken humans, ascending to the heavens 
and playing a lesser part in human affairs. Rather than direct communication 
with the gods, humans now began to use divination techniques to access the 
gods’ advice.
The time of the beginning of the breakdown of the bicameral mind occurred, 
according to Jaynes, at around the time of the evolution of language during the 
Neanderthal era, and more specifically, the spread of writing.
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Jaynes’ bicameral mind theory was as controversial as it was interesting, and 
certainly did not gain widespread acceptance (see Eldredge & Gould, 1972; 
Ridley, 1996; Deacon, 1997). Whether true or not, however, it did suggest that 
hearing voices was a not necessarily a pathological sign, but a variant of human 
experience.
More recently other theories have emerged that share some common features 
with Jaynes’ theory. For example, Horrobin (1988) proposes that the evolution of 
human consciousness resulted in the disorder schizophrenia -  without the 
disorder, we would not be different from the great apes. Crow (1997) also 
suggests that consciousness, and more specifically language, has been an 
evolutionary ‘trade-off,’ with schizophrenia being the price humans pay for 
civilisation. He believes that the evolution of language was responsible for the 
development of schizophrenia. The left hemisphere of the brain became the 
centre of language and led to the domination of one hemisphere (the left) over 
the other. This process “reflected a breakdown of bi-hemispheric coordination of 
language” and possibly the ability to distinguish between “self- versus other 
generated references” (Crow, 1997, p. 127).
These theories suggest that auditory hallucinations were a frequent and universal 
human experience, and furthermore that the illness concept of such an 
experience is relatively new. It would follow that schizophrenia is a new disorder 
not seen prior to modern times.
Although there have been descriptions of ‘insanity’ throughout history (see 
Hershkowitz, 1998; Padel, 1995), there is debate as to whether schizophrenia as 
we understand it today was ever reported (Torrey & Miller, 2001). The earliest 
accounts are believed to be those of Haslam (1809/1976: cited in Heinrichs,
2003) and Pinel (1809: cited in Heinrichs, 2003). Prior to this, some believe that 
the disorder was rare (e.g.. Hare, 1983, 1988; Torrey, 1980; Torrey & Miller,
2001). Others (e.g.. Turner, 1992; Youssef & Youssef, 1996) believe that the
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disorder has always existed but was not reported because there were no 
diagnostic systems to differentiate between disorders.
One further view is that schizophrenia is an illness concept introduced by 
Kraepelin (1893: cited in Heinrichs, 2003). This view believes that one cannot 
look back through history and diagnose using today’s diagnostic, social, and 
cultural criteria (Porter, 1987, 2002; Scull, 1984). The concept of psychiatric 
diagnoses is socially constructed and reliant on the current social and cultural 
climate.
This brings us back to Jaynes’ theory, that hearing voices was a normal 
phenomenon. There were no reports of schizophrenia in historical accounts 
because a definition did not exist, and one of its characteristic features, hearing 
voices, was a culturally acceptable and normal experience.
If hearing voices is only a recent psychiatric symptom and a long-term everyday 
human experience, are there any instances of non-pathological auditory 
hallucinations?
Auditory Hallucinations in Non-CIinical Populations
Marius Romme and Sandra Escher, two psychiatrists from Holland, appeared on 
a television talk show in 1987 with a person who heard voices. Other people who 
heard voices were invited to telephone the show. They were surprised when 
there were 450 responses, and more surprised that many of them coped well 
with the experience and had never used psychiatric services (Romme & Escher, 
1989). Of the copers, 24% had accessed psychiatric care, as opposed to 49% of 
the non-copers (Romme et al., 1992).
Subsequent work has revealed that the phenomenon of voice hearing is more 
widespread than believed, and not just experienced by a psychiatric population.
13
In one large study of 15, 000 people, 4.6% reported hallucinatory experiences 
during the past year, and 2.3% frequently heard voices, but only one third could 
be considered clinically significant (Tien, 1991). This contrasts with the 1% 
prevalence rate of schizophrenia. Eaton et al. (1991) found 4% experienced 
hearing voices, but this was clinically significant in just 43% of the sample.
In a study of first year college students, Posey & Losch (1983) discovered that 
71% had reported a hallucinatory experience. Barrett & Etheridge (1992, 1994) 
found that 45% of first year college students had had some sort of hallucinatory 
experience, with nearly half experiencing auditory hallucinations at least once a 
month. To exclude psychopathology screening of participants was performed. 
According to the Department of Health (DoH, 1992), 1% of the population have 
serious mental health problems. If it were to be accepted that hearing voices is 
pathological, then between 45% and 71% of these students would be considered 
to have a mental health problem. All participants in these studies, however, were 
screened to exclude psychopathology. Barrett and Etheridge (1992) conclude 
that hearing voices is not in itself indicative of a mental health problem, but that 
these experiences lie on a continuum of normal perceptual experiences.
In several studies, voice hearers with a diagnosis of psychotic disorder have 
been compared to a group of control subjects. The control group have been 
screened to exclude those with a psychotic disorder, but there are still 
proportions who hear voices. Launay and Slade (1981) discovered that 29% of 
their control group experienced auditory hallucinations, and 26% heard voices in 
the Ross, Joshi, & Currie (1990) control sample.
Auditory hallucinations can be provoked in non-psychiatric populations in a 
variety of ways. Grimby (1998) discovered that auditory hallucinations were 
relatively common in bereaved older adults. People who have lost a partner 
have reported clearly seeing or hearing the person about the house, and 
sometimes converse with them at length. These hallucinations are part of the
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normal grief reaction and a very real physical occurrence to those who 
experience them. This phenomenon is also experienced in younger people. 
Females who experienced the loss of their daughter also experienced 
hallucinations (Baethge, 2002; Schreiber, 1995). In addition, these appeared to 
be ‘true’ rather than ‘pseudo’ hallucinations.
Auditory hallucinations are also common in people who have near-death 
experiences. In one study, 80% of respondents who had a near-death 
experience also reported auditory hallucinations after the event (Greyson & 
Liester, 2004). In some cases, people have reported seeing deceased persons 
during their near-death experience (Kelly, 2001), and most have become 
convinced of an afterlife. Some have even suggested that hauntings are a form 
of hallucination (Lange et a/., 1996).
Perhaps such stressful situations would induce hallucinations in every one, but 
there are examples of hallucinations occurring in the absence of psychological 
distress. For example, high-altitude mountain climbers experience a large 
number of hallucinations (Brugger et al., 1999). People also experience 
hallucinations during sleep. Termed hypnagogic (when falling asleep) and 
hypnopompic (when waking) hallucinations, these are considered normal 
phenomenon (Manni, 2005). Finally, when presented with ambiguous 
environmental cues people can experience hallucinations (Feelgood & Rantzen, 
1994).
One group that has received a lot of research interest is children. As mentioned 
before, Posey and Losch (1983) and Barrett and Etheridge (1992, 1994) found 
high levels of auditory hallucinations in young adults, and concluded that the 
voices must have been present before they attended college. In one of the first 
studies to look at hallucinations in children, Garralda (1984) reported an 
incidence of 1.1%, although this is likely to have been an underestimate (Mertin & 
Hartwig, 2004).
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The content of the auditory hallucinations in some children were similar to those 
found in people with psychosis. In one study, the majority of voices urged 
children to be aggressive toward others (Kotsopoulos et al., 1987). These 
hallucinations tended to occur before the child fell asleep or on awakening, as 
with hypnagogic and hypnopompic hallucinations.
Pearson et al. (2000) studied children aged five to twelve to see if they had an 
imaginary companion. They found that 46.2% of the sample did have a ‘pretend 
friend,’ and furthermore, these hallucinations were similar to those experienced 
by adults. For some children, their imaginary companion disappears over time 
and is replaced by auditory hallucinations (Mertin & Hartwig, 2004).
Some have speculated that the experience of having an imaginary companion in 
childhood can be indicative of later mental health problems, such as psychosis -  
in Garralda’s (1984) study, 70% of child voice hearers later developed psychosis 
-  and dissociative disorder (Hornstein & Putnam, 1992). Others, however, assert 
that it is more likely for healthy, stable children to have an imaginary friend 
(Cohen, 1996). In a longitudinal study, Escher et al. (2002) found that children 
who experienced psychotic symptoms had a low rate of diagnosed psychosis in 
early adulthood. Of the 60% of children who experienced a cessation of their 
voices within 3 years, only four experienced them again. Of those who continued 
to hear voices and required psychiatric input, there was evidence of more 
behavioural problems, and higher levels of anxiety and depression.
Mood disturbance does seem to be a common theme in children who experience 
auditory hallucinations. In the Kotsopoulos et al. (1987) study all of the children 
were experiencing anxiety and most had no friends because of social difficulties. 
They theorised that hallucinations were associated with extreme emotional 
disturbance, usually anxiety, chronic stress, and high levels of arousal. After 
supportive counselling focused on reducing stress and anxiety, the hallucinations
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abated. Mertin and Hartwig (2004) also found a high prevalence rate for anxiety 
disorders in their sample of children experiencing auditory hallucinations.
These stressors may originate from the family of the child. Burke et al. (1985) 
report a high incidence level of family dysfunction and discord in a sample of 
children experiencing hallucinations, and in particular high levels of sexual and 
physical abuse. Mertin and Hartwig (2004) highlight the effect of domestic 
violence, abuse, and divorce on the onset of auditory hallucinations, as well as 
parental alcoholism, drug addiction, and mental health problems. Under these 
conditions, the majority of children heard threatening or unpleasant voices.
One interesting study suggested that it is not the existence of auditory 
hallucinations but delusional beliefs in children that predict psychosis (Altman, 
Collins, & Mundy, 1997). Hallucinations were associated with dissociational 
experiences and depression, whereas delusions were associated with 
schizotypal traits, a possible precursor to psychotic disorders.
These findings, suggesting that auditory hallucinations and the existence of an 
imaginary companion in childhood do not predict psychosis in later life, contrast 
with the findings of Fennig et al. (1997). They found an increased risk of a 
diagnosis of psychosis in children experiencing auditory hallucinations. The 
existence of emotional distress may predict whether a child later develops a 
psychotic disorder. If psychotherapeutic interventions aimed at reducing stress 
and anxiety reduces the frequency of voice hearing, it is likely that the child will 
not experience psychosis in later life (Kaufman et al., 1997). From these studies, 
it would seem that while hearing voices may lead to adulthood psychological 
problems, this is definitely not the rule.
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Schizotypy and Hearing Voices
While people who hear voices are not necessarily experiencing a mental health 
problem, it is possible that they differ in some way to the general population. 
People who were more prone to hallucinations also scored higher on emotional 
arousal and fantasy proneness measures (van't Wout etal., 2004). They also 
scored higher on measures of schizotypy. Claridge introduced the term 
schizotypy to explain the experience of psychotic symptoms in mentally healthy 
people (Claridge, 1997). It is marked by such symptoms as magical ideation and 
perceptual aberration (Ross, Lutz, & Bailley, 2002). Many have seen this as a 
genetic marker for a predisposition toward psychosis (e.g., Meehl, 1962, 1990). 
People with this predisposition can experience a full-blown psychotic episode if 
they experience traumatic events. They are also more likely to be creative. In an 
early study to research the heritability of psychosis, Heston (1966) found that half 
of the non-psychotic twins exhibited high levels of creativity. Karlsson (1970, 
1972) found similar results in the relatives of those diagnosed with schizophrenia, 
and termed these creative schizogene carriers ‘superphrenics’ (1972, p. 61). He 
notes that a disproportionately large number of outstanding scientists, artists, and 
writers succumb to psychiatric disorders, and concludes that society may need 
the superphrenic for social and scientific progress. Some of the most creative 
and influential individuals have experienced auditory hallucinations: Socrates, 
Moses, Jesus, Mohammed, Galileo, Joan of Arc, William Blake, John Keats, Carl 
Jung, Vaslov Nijinsky, and Jack Kerouac are just a few such individuals.
The link between schizophrenia and creativity might explain why, if this disorder 
is genetic, it has not been bred out of the gene pool. It also lends support to the 
‘necessary’ evolutionary theory of schizophrenia. Given that marriage rates for 
people with psychosis are generally low, one would expect the gene not to be 
passed on. There is, however, a universal prevalence rate of 1% for psychosis.
It is possible that there exists a gene that encodes for the type of abstract 
thinking that lends itself to creativity (Meehl, 1962, 1990). If this were the case.
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the eradication of psychoticism from the gene pool would have a negative effect 
on human societies.
Coping with Voices
Romme, Escher, and colleagues continued their research into non-clinical 
populations who experienced auditory hallucinations in an attempt to discover 
what differences existed in the coping strategies of those who had not had 
contact with psychiatric services (Honig et a/., 1998; Romme & Escher, 1989; 
Romme et a/., 1992). The hallucinations experienced by those who could cope 
with their voice were not significantly different to those experienced by the non­
copers (Honig et a/., 1992); however, the relationship between the voice and the 
voice hearer differed. The copers experienced themselves as stronger than their 
voices, they heard more positive and less imperative voices, they set more limits 
for their voices and selectively listened to them, and communicated more to 
others about their experience. They were not alarmed or upset by them, they felt 
more in control, and were more likely to have begun to experience hearing voices 
before the age of twelve. In contrast, the non-copers experienced themselves as 
weaker than their voices, all of them heard negative and imperative voices, they 
did not dare to set limits for them, and they tried to escape their voices by using 
distraction techniques. In addition, copers felt less threatened and more 
supported in their environment.
The voices experienced by those in receipt of psychiatric care tended to talk 
about them and commented more on their own thoughts and the thoughts of 
others, and tended to hear their voice continually talking to them every day. The 
voices were experienced as frightening and critical, and affected their daily 
activities.
It would appear, therefore, that the relationship a person has with their voice and 
the power they give to it are important factors affecting whether the person will
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require input from psychiatric services. Certain cognitive strategies in relation to 
the voice appear to reduce the distress caused by such experiences and protect 
against future psychiatric need.
Chadwick and Birchwood (1994) also found that people’s beliefs about their 
voices were associated with their reaction to them. Most voice hearers heard 
positive and negative voices, listening to and resisting them respectively. Those 
who gave more power to the voice and heard persecutory or malevolent voices 
reacted with anger and sadness, and attempted to avoid the voice. Commanding 
voices were more often obeyed when the voice was seen as more powerful that 
the voice hearer. They conclude by saying that it is not the experience of hearing 
voices but the belief about the voices that determine the behaviour and emotions 
elicited by auditory hallucinations. Those who do not hold delusional beliefs 
about their voice use a larger repertoire of coping strategies that those who do 
have delusional beliefs about their voice (Nayani & David, 1996).
The subordination to voices seen in some people with auditory hallucinations 
might reflect their perceived social status. Birchwood et al. (2000) found that 
voice hearers who were subordinate to their voices also felt subordinate in their 
relationships. Persecutory voices might reflect the individual’s perception of 
lower social rank and status, lack of support, and feelings of powerless and being 
controlled by others (Birchwood et al., 2004). These findings would support the 
popular idea that auditory hallucinations represent a breakdown of the ‘normal’ 
process of inner speech (see Frith, 1992, 1995; Frith & Done, 1987; Leuder et al.,
1997). This theory proposes that people are not hearing real voices, but are 
misattributing their own thoughts and inner speech to an external agent.
The individual’s feeling of lower social status and perception of others being more 
powerful, therefore, may mediate auditory hallucinations. It has been suggested 
that this may be related to past attachment problems or trauma (Birchwood, 
2003). In Romme and Escher’s sample of 450 voice hearers there was a history
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of childhood abuse in 50% of cases (Honig et al., 1998). A history of childhood 
sexual abuse has often led to the experience of voice hearing for the survivor 
(Hardy et al., 2005; Kilcommons & Morrison, 2005). In 70% of Romme and 
Esher’s sample their voices had been preceded by a traumatic life event (e.g., 
sexual or physical abuse, bereavement, an accident, divorce, or pregnancy), or 
an event that caused memories of a past traumatic event to surface (Honig et al., 
1998).
The results from these studies suggest that it is not the experience of hearing 
auditory hallucinations that is pathological, but our relation to and reaction to the 
voice.
Implications for Treatment
There has long been a view that therapists should not discuss hallucinations with 
people with psychosis. Some still hold this view today (e.g., Halstrom, 1998).
The idea behind this thinking was that if the therapist recognised the voice as 
being real it would collude with the client and thus entrench this behaviour deeper 
in the person. The chosen treatment was to distract the hearer from the voice.
As mentioned before, this appears to be a very poor coping strategy (Honig et al.,
1998), and does not appear to eradicate the experience of hearing voices 
(Chadwick, Birchwood, & Trower, 1996).
Following their studies of hallucinatory experiences in non-clinical populations, 
Romme, Escher, and colleagues set up a support group for those who heard 
voices (the Hearing Voices Movement). This consisted of people who heard 
voices but could cope, and those who could not cope with their voices. The 
copers told of their strategies, including acceptance and negotiation.
The most important principles for treatment that have emerged from the work of 
Romme, Escher, and colleagues is that hearing voices is not necessarily
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pathological. It is the strategies that people use to cope with their voice that 
differentiates between those receiving psychiatric care and those who are not.
The onset of voices is often triggered by a traumatic event, such as sexual or 
physical abuse, or the disruption of key relationships, and people who hear 
voices have a need to construct a personal understanding of them.
Given these findings. Cognitive Behavioural Therapy has increasingly been 
applied to psychotic disorders (see Fowler, Garety, & Kuipers, 2003; Nelson, 
1997). This represents a paradigm shift from the medical model of psychosis 
(Bentall, 1990; Boyle, 1989). The medical model emphasises the 
psychopathology of hearing voices rather than seeing the experience on a 
continuum of human variance.
Cognitive Behavioural Therapy (CBT) aims to build up a trusting, therapeutic 
alliance with the client. The therapist’s aim is to create an environment where the 
person feels comfortable to express their experiences, and the related emotions, 
in a non-judgemental setting.
CBT focuses on reducing the distress resulting from hearing voices in the clinical 
population. Rector and Beck (2002) outline a treatment approach for such 
experiences. A thorough assessment is conducted to identify how often the 
voices occur, how long they last, and how intense they are. The therapist also 
identifies when the voices occur, and when they do not occur. In this way, 
triggers for the voices are identified. Was there a period of stress prior to the 
experience? If so, is that stress reflected in what the voices say?
Verbatim accounts of what the voices say are encouraged and sought, often 
using thought records, where the client keeps a diary of what the voices say. 
When this information is collected, the therapist can begin to elicit all the beliefs 
that the person has about the voice -  is it God, the devil, aliens, or dead people? 
The beliefs that someone has about their voice will determine their reaction to it.
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Another possible area to explore is how the person would feel if their voices 
suddenly ceased. Rector and Beck (2002) believe that their response could 
reflect any feelings of loneliness and rejection that the voices attempt to 
compensate for.
The person’s reaction to the voice can now be sought. As previous studies have 
shown, a person’s reaction and belief about their voice determines their response 
to it. Eliciting these views will direct later therapeutic interventions.
Once this thorough assessment is completed, the therapist can begin to 
intervene. Alternative perspectives on the voice content and the person’s belief 
about the voice can be sought. Any inconsistencies in beliefs can be highlighted, 
and as many alternative explanations to the experience should be found.
To establish the person’s control over the voice, behavioural experiments can be 
employed. By activating the voice using known triggers, then using strategies 
known to reduce the voice, people can begin to recognise that they can control 
their voice. By ignoring the demands of commanding voices in a safe, 
therapeutic environment, they can learn that there are no consequences.
The ultimate aim, according to Rector and Beck (2002) is to educate the person 
to recognise that the voice and its content reflect their own inner beliefs about 
themselves, or the beliefs that they believe others hold about them.
Rather than treating auditory hallucinations as a psychopathological sign, CBT 
attempts to explore and understand the experience. The work of Romme and 
Escher, and subsequent research on auditory hallucinations in non-clinical 
populations has highlighted the difference between those who hear voices and 
cope and those who do not. Those who cope feel more supported, less 
threatened, and communicate more about their experience. By providing this in
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therapy, CBT has opened up a new approach to dealing with auditory 
hallucinations.
Conclusion
The experience of auditory hallucinations may have been common in ancient 
times, and is still common in the general population today. It is only in modern 
times that the experience has been considered indicative of a severe mental 
health problem. Hearing voices, however, does not necessarily reflect a need for 
psychiatric care. The important factors that decide whether or not a person who 
hears voices will require psychiatric care appear to be the relationship that they 
have with their voice, the power they perceive it to have, the coping strategies 
they use for intrusive or malicious voices, and the levels of stress, anxiety, and 
trauma they are/have been experiencing.
There has been a shift in thinking toward the treatment of people who experience 
auditory hallucinations due to the research into the experience in non-clinical 
populations. The long held belief that psychotic symptoms are 
psychopathological and that therapists should not engage with the voices has 
been replaced with a belief that hearing voices is on a continuum of normal 
human experiences, and that voices should be engaged with and understood. 
The rise of cognitive behavioural therapy has begun to meet the therapeutic 
needs of voice hearers by collaboratively exploring what the voices mean to the 
person, and recognising the experience more akin to normal experience than 
psychopathology.
I would like to end with a personal experience of cognitive behavioural therapy 
with a female with psychosis and a learning disability. She had heard 
persecutory voices for many years, yet no one had spoken to her about them.
We discussed what they said and how she felt about it, and looked for evidence 
that these voices spoke the truth. When we came up with evidence that the
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voices were not telling the truth, her anxiety levels fell. She continued to hear 
voices, but they were perceived as less malevolent when she had the chance to 
talk about them and explore them in a therapeutic setting.
For many years, we have attempted to understand psychotic symptoms in 
pathological terms and in so doing may have helped alienate the people we have 
sought to help. By attempting to understand them in terms of normal, everyday 
human experiences, we may reduce the stress and anxiety experienced by such 
people that may actually drive this disorder.
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The DSM-IV (American Psychiatry Association, 1994) defines personality 
disorders as ‘enduring patterns of inner experience and behaviour that deviates 
markedly from the expectations of the individual’s culture.’ They are seen as 
inflexible, chronic, and having onset in adolescence or early adulthood.
The diagnosis of personality disorders has always been controversial, and has 
been plagued by problems with the reliability and validity of such diagnosis 
(Pilgrim, 2001). As the name implies, there is believed to be something ‘wrong’ 
with the individual’s personality, and by this definition it is ‘untreatable’ (Stone, 
2003); however researchers have not been able to find any significant difference 
in broad personality constructs between those diagnosed with a personality 
disorder and those without (Livesley, 2002). Most people who meet the criteria 
for one personality disorder also meet criteria for another one or more personality 
disorder (Bornstein, 1998), but diagnosis appears to be hierarchical, with some 
given more weight than others. When one personality disorder is identified, 
clinicians may not consider the possibility of other co-existing syndromes.
Some researchers (e.g., Widiger, 2003; Parker, 2000) believe that the current 
diagnostic systems employed by the DSM-IV (American Psychiatry Association, 
1994) and the ICD-10 (World Health Organisation, 1992) are misleading and 
confusing. While they agree on the presence often personality disorders, they 
are not the same personality disorders, and each presents a caveat about the 
controversy of the diagnosis of personality disorder (Widiger, 2003). The 
diagnostic systems are categorical and require a disorder to be either present or 
absent. Parker advocates a dimensional system of categorisation, where 
personality disorders lay on a continuum with other personality traits. When 
these behaviours become extreme, a diagnosis of personality disorder can be 
given.
Livesley (1998: cited in Parker, 2000) has attempted to show that personality 
disorders are exaggerations of typical personality traits that are common to
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everyone. Only when they become extreme or maladaptive would they represent 
a problem. Livesley compared personality disorder traits with the Five Factor 
Model of personality (Widiger & Costa, 1994). Emotional dysregualtion is seen 
as an exaggeration of neuroticism, dissocial behaviour as an extreme of 
agreeableness, inhibitedness as an extreme form of introversion, and 
compulsivity as an exaggeration of conscientiousness. The final factor in Widiger 
and Costa’s model, openness to experience, could not be mapped onto a 
personality disorder trait.
Borderline Personality Disorder (BPD) is the most common personality disorder 
seen by mental health clinicians (American Psychiatric Association, 2001: cited in 
Krawitz & Batcheler, 2006), with a prevalence of 1% (Samuels et a/., 2002), and 
may be one of the most challenging mental health problems to be faced by 
clinicians (Paris, 2005). It has been estimated that 20% of people in inpatient 
units and 11% of people receiving mental health services in the community have 
a diagnosis of BPD (Swartz et al., 1990: cited in Cleary et al., 2002). Around 
two-thirds of people diagnosed with BPD relapse within a few years (Zanarini et 
al., 2004). The aetiology of BPD is unknown, and is probably the result of 
several factors rather than just one (Nehls, 1998). There is evidence that BPD 
may result from a combination of childhood trauma, parental mental health 
problems, genetic and biological factors, and social factors such as family 
dysfunction and criminality (see Nehls, 1998 for a review). It should be noted, 
however, that people later diagnosed with BPD show great resilience to 
childhood trauma (Paris, 1996: cited in Paris, 2005).
The main features of BPD are instability of mood, impulse, and interpersonal 
relationships (Skodol et al., 2002a). They may exhibit intense, inappropriate 
anger they have difficulty in controlling, irritability, anxiety, and dysphoria. They 
may show impulsivity in dangerous behaviours, such as substance abuse, 
spending, and sexual practices, as well as recurrent suicidal thoughts or actions. 
Their relationships are often difficult as they tend to swing from idealising and
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devaluing the people they are closest to. The disruption this causes to their 
relationships may lead to frantic efforts to avoid abandonment. They may also 
have an unstable self image, and brief psychotic experiences, such as paranoia 
(DSM-IV: American Psychiatric Association, 1994).
Self harming behaviour is common in BPD, which includes engaging in 
dangerous behaviour, such as risky sexual behaviour and excessive drinking, 
self harm in the form of cutting, and suicide, attempted or completed (Gunderson, 
2001: cited in Oldham, 2006). This represents one of the biggest problems in 
mental health services working with people with a diagnosis of BPD. While other 
mental health problems, such as psychosis, can sometimes be managed within 
primary care settings, most people who are at risk of committing suicide are 
referred from primary care to mental health units (Paris, 2005).
Around 60 -  70% of people with BPD attempt suicide at least once (Gunderson, 
2001: cited in Oldham, 2006), and 30% of people who die from suicide meet the 
diagnostic criteria for BPD (American Psychiatric Association, 2003: cited in 
Oldham, 2006). Around 80% of people diagnosed with BPD are females (Skodol 
et al., 2002a).
This last issue, that females are over-represented in the BPD classification, 
highlights the cultural context in which diagnoses of personality disorders are 
made. Many researchers are beginning to compile evidence for a genetic or 
neurological aetiology for personality disorders, including BPD (e.g., Cloninger, 
2004; Skodol et al., 2002b; Torgersen et al., 2000). Genetically, males and 
females are more alike than unalike, and in mental health problems considered to 
have a strong genetic base, such as schizophrenia, both genders are equally 
represented in the clinic. One reason put forward for this over-representation of 
females in the BPD category is that females may be more likely to experience 
sexual abuse in childhood than males (Finkelhor et al., 1990: cited in Nehls,
1998). Childhood sexual abuse appears to be a factor in the history of many
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people with a diagnosis of BPD, although it should be noted that sexual abuse in 
childhood is not specific to BPD (Paris, 1996: cited in Paris, 2005). Another 
reason may be traditional western gender stereotypes, which expect females to 
be more emotional and relationship-oriented (Bjorklund, 2006). Dependent or 
demanding behaviour in females may be seen as evidence of BPD (Gunderson & 
Zanarini, 1987: cited in Nehls, 1998), as well as anger and promiscuity 
(Simmons, 1992). In males, these behaviours may be overlooked, or in some 
cases expected. Males exhibiting such behaviour are more likely to be 
diagnosed with an antisocial personality disorder (Simmons, 1992), a category in 
which males are over-represented (Akhtar, 1995: cited in Bjorklund, 2006). This 
again calls into question the validity of a BPD diagnosis that seems to be biased 
toward females even when the same behaviour exhibited by males is ignored, or 
in some cases encouraged. BPD may be seen as a ‘feminine’ personality 
disorder, whereas antisocial personality disorder may be seen as ‘masculine’ 
(Horsfall, 2001). There is, however, a growing body of evidence that has 
suggested that these gender biases may differ in community samples, with 
results suggesting a more even distribution of BPD across the sexes (Skodol & 
Bender, 2003).
The receipt of any mental health diagnosis can be stigmatising, but the diagnosis 
of a personality disorder may be more stigmatising due to the fact that it suggests 
that something is ‘wrong’ with the individual’s fundamental character (Blackburn, 
1988: cited in Markham & Trower, 2003). Personality disorders are considered to 
be long-term maladaptive traits that originate in childhood and are extremely 
resistant to treatment. These traits are part of how people have come to view 
themselves, how they value themselves, and how they behave (Widiger, 2003).
A diagnosis can challenge the validity of a person’s self-concept, which is already 
threatened in BPD. People do not look favourably upon stigmatised populations 
(Markham & Trower, 2003), and this includes the person who has received the 
diagnosis of BPD. The stigma of a diagnosis of BPD may be greater than the 
stigma associated with other mental health diagnoses (Aviram et al., 2006).
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People who meet the criteria for this diagnosis experience severe and chronic 
distress, which may lead to self-loathing and an ambivalent attitude toward living 
or dying. As a result they may engage in activities such as self harm and suicide 
attempts to relieve that distress, or even complete suicide in the belief that this is 
the only suitable option open to them. The negativism associated with diagnosis 
can further confirm to the person that they are untreatable and lead to a lack of 
optimism for the future (Nehls, 1994: cited in Nehls, 1998). In some instances 
the diagnosis of BPD has been withheld from the person to protect them from the 
associated stigma (Lequesne & Hersh, 2004).
This negativism can also be seen in clinicians involved in the care of people 
diagnosed with BPD. The very diagnosis of BPD can lead to feelings of dislike in 
clinicians before they have even met the person (Linehan, 1995: cited in Krawitz 
& Watson, 1999). They may be seen as more challenging, aggressive, non- 
compliant, hateful, and difficult to treat because of difficulties in forming a 
therapeutic relationship due to fears of being manipulated (Nehls, 1998). BPD 
has been termed the Virus of psychiatry’ (Simmons, 1992), and a ‘waste basket 
diagnosis’ where people who represent a challenge to staff and services are 
placed (Nehls, 1997: cited in Nehls, 1998). As a result, they may not receive the 
appropriate level of treatment, drop out of treatment, or even be refused 
treatment (Skodol et al., 1983: cited in Nehls, 1998).
These intense, negative views concerning people with a diagnosis of BPD may 
affect how clinicians tolerate the behaviours of people with BPD, and may lead to 
distancing from the client (Aviram et al., 2006). In one study, psychiatrists rated 
people in vignettes with a diagnosis of personality disorder as difficult, 
manipulative, and less deserving of care (Lewis & Appleby, 1988: cited in 
Markham & Trower, 2003). Given the fear of rejection that is common in BPD, 
these attitudes of staff may lead to the client reacting negatively, which in turn 
negatively affects the clinician’s views of the person, and thus a vicious cycle is 
set in motion. As a result, the person with BPD may be ‘passed around’ the
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mental health system as clinicians become frustrated and refer to another 
agency. This may be a typical service history for people with a diagnosis of BPD 
(Nehls, 1994: cited in Nehls, 1998).
Many clinicians feel that BPD is more difficult to work with than other diagnoses, 
that people with BPD are less likely to improve, and that working with them 
leaves them feeling emotionally drained and frustrated (Cleary etal., 2002).
They do not respond quickly to treatment and do not adopt the typical ‘sick role’ 
of being appreciative and grateful of staff interventions (Krawitz & RREAL, 2001).
The presentation of people with a personality disorder may be one of greater 
ability than in other mental health problems (DeLaune, 2004: cited in Bland & 
Rossen, 2005). As a result, when crises are met in the treatment of people with 
BPD, there may be a sense that they do not want to help themselves and are 
deliberately sabotaging the treatment programme (Bland & Rossen, 2005). 
People with other diagnoses, such as psychosis, may be seen as more ‘ill’ than 
people with personality disorders and thus more deserving of treatment (Nathan,
1999). People who are seen as more ‘ill’ will also be viewed as having less 
control over their behaviours (Rabkin, 1974: cited in Markham & Trower, 2003), 
and thus viewed more sympathetically than those who are ‘well’ (Dagnan et al., 
1998). It may also lead to staff minimising symptoms of BPD and ignoring their 
strengths (Aviram et al., 2006).
The attitudes of staff toward people in their care have an effect on the person’s 
outcome (Homqvist, 2000). People with a diagnosis of BPD may have a history 
of high service use and involvement of a number of professions (Nehls, 1998). 
They may be seen extensively by nurses, both in the community and in inpatient 
settings; they may be seen by social workers to deal with issues of employment 
or housing; they may be seen by psychologists for help with problem-solving; and 
they may be seen by psychiatrists for medication to help alleviate symptoms.
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BPD was so called because of the initial belief that it lay on the border between 
psychosis and neurosis. The defining characteristics of BPD can be seen in 
several other mental health problems. For example, BPD is often mistaken for 
depressive disorders (Paris, 2004); chronic sadness and suicidality are seen in 
unipolar depression, and impulsiveness and mood changes are seen in bipolar 
affective disorder. In one study, all people with a diagnosis of BPD also met the 
criteria for a depressive disorder (Zanarini et al., 1989: cited in Akiskal, 2004). 
Almost one third experience psychotic episodes not dissimilar to those seen in 
people with a diagnosis of schizophrenia (Dowson et al., 2000). Debate 
continues around whether it is more effective to treat the depression element 
(Joyce et al., 2003), the psychotic element (Grootens & Verkes, 2005), or the 
BPD (Gunderson et al., 2004). Psychiatrists are faced with the dilemma of 
having no pharmacological agent that is specifically targeted at all symptoms of 
BPD. This leaves them with a bewildering amount of possible treatment options. 
They may choose to target the affective element and prescribe serotonin 
reuptake inhibitors. These, however, often prove ineffective and tricyclic 
antidepressants or monoamine oxidase inhibitors may be prescribed. These 
antidepressants have a potential for lethality when taken in overdose, thus the 
treatment may also become an agent of suicide. To treat the mood swings, 
mood stabilisers such as lithium or sodium valproate may be considered, as well 
as anxiolytics for anxiety and antipsychotics for impulsivity and psychotic 
phenomenon. Again these medications have a high risk of fatality in overdose 
(see Binks et al., 2006; Grootens & Verkes, 2005; American Psychiatric 
Association, 2001). Most of these interventions are based on anecdotal 
evidence, and there remains a paucity of methodologically sound trials to 
evaluate their efficacy (Binks et al., 2006). Currently it is recommended that 
medication be prescribed to treat particular symptoms as they arise (American 
Psychiatric Association, 2001), but this gives rise to the possibility of 
polypharmacy in the treatment of BPD, and may increase the risk of suicide by 
overdose.
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Impulsivity and mood lability of people with a diagnosis of BPD may give rise to 
problems in community functioning and integration, resulting in the involvement 
of social services. Homelessness (Goodman etal., 1995) and unemployment 
(Jovey & Jackson, 2006) may be issues for people with a diagnosis of BPD, 
exacerbated by possible criminality, substance abuse, and angry outbursts.
Some people with BPD find the experience of employment extremely stressful 
(Jovey & Jackson, 2006). The factors that contribute to housing and employment 
difficulties may be amenable to therapeutic interventions over time, but during 
treatment these problems may persist and cause frustration for the social worker.
Nurses are likely to have the greatest contact with people with a diagnosis of 
BPD, particularly in inpatient units. In this setting, nurses may view people with a 
diagnosis of BPD as more demanding than other clients. This results in difficulty 
in balancing the needs of the person with BPD with the needs of the other clients. 
If people with a diagnosis of BPD perceive their needs as going unmet, this may 
evoke self-destructive behaviour, which in turn increases the need for further 
hospitalisation (Bland, 2003: cited in Bland & Rossen, 2005; Piccinino, 1990: 
cited in Bland & Rossen, 2005).
Nurses may also view people with BPD as more mentally ‘healthy’ than other 
clients (DeLaune, 2004), which in turn has an influence on nurses’ causal 
attributions for their behaviours (Markham & Trower, 2003). Negative or 
destructive behaviour is seen to be within the control of the person diagnosed 
with BPD, which in turn produces negative emotions in the nurse and affects their 
willingness to provide care (Dagnan et al., 1998), and may give rise to ‘power 
struggles’ between the nurse and client as punitive measures are used to prevent 
behaviours such as self harming (Bland & Rossen, 2005). Nurses also report 
more negative experiences working with BPD, which lowers their optimism for the 
person’s prognosis (Markahm & Trower, 2003). Feelings of anger directed 
toward the nurse can produce feelings of anger, fear, and frustration (Fraser & 
Gallop, 1993: cited in Markham & Trower, 2003).
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A common feature of BPD is that of splitting people into good or bad categories 
(Kernberg, 1975: cited in Bland & Rossen, 2005). Nurses may also be split into 
good or bad, which may lead to a polarisation of staff and subsequent failure of 
treatment due to the need for high levels of communication between team 
members (Cleary et al., 2002). This may give rise to the belief that people 
diagnoses with BPD are ‘manipulative’ (Nehls, 1998).
This tendency to split people is driven by a process of projective identification, 
where a person projects their own intense past feelings onto a second person 
(Horsfall, 1999). This may in turn cause the second person to behave in 
accordance to those feelings that have been projected.
This process may be the beginning of transference and counter-transference 
behaviours, and may become apparent in psychology sessions, where deep 
emotions are stirred.
Transference occurs when a person unconsciously redirects feelings for one 
person to another. In traditional psychoanalytic theory, it is the feelings the 
person has for their parents that are played out again in new and significant 
relationships. Reports suggest that people who later receive a diagnosis of BPD 
are more likely to have experienced family dysfunction (Paris, 1997) and sexual 
abuse in childhood (Zanarini, 2000). These experiences may disrupt the 
attachment process (Westen et al., 2006), and thus the relationship between 
child and parent.
Transference reactions to a psychologist may result in the person diagnosed with 
BPD to see them as both nurturing and non-nurturing, resulting in feelings of 
dependency and anger. They may swing between feelings of liking and hating 
toward the psychologist, and seeking help and denying the need for help.
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This transference process may also result in counter-transference from the 
psychologist. Some researchers (e.g., Valliant, 1992: cited in Homqvist, 2000) 
believe that counter-transference problems reflect BPD more than the diagnosis.
Counter-transference arises from the therapist’s reaction to the client’s 
transference and the projections that he/she receives from the client. As a result, 
the psychologist may become over-involved in the case or repulsed by the case; 
they may feel pleased if the client does not require any more input, or feel 
ineffective and a failure (Markham & Trower, 2003). An effective therapeutic 
relationship cannot exist when there are unresolved transference-counter- 
transference issues, and treatment may be doomed to failure (Bland & Rossen,
2005). Gorney et al. (1981: cited in Homqvist, 2000) believe that negative 
counter-transference problems are a major obstacle in the effective treatment of 
people diagnosed with BPD.
Transference and counter-transference reactions can cause clinicians to 
emotionally engage with the person and be drawn in to their world, taking on 
negative roles in the person’s world and acting out destructive behaviours. This 
may result in anger from the clinician and subsequent rejection of the person 
diagnosed with BPD (Homqvist, 2000), which in turn leads to more frantic 
behaviour from the person to avoid rejection and abandonment.
While staff attitudes and experiences of people diagnosed with BPD may 
adversely effect the treatment that the person receives, there may also be 
problems with the system in which the care is offered (Krawitz & Batcheler,
2006). Many staff members feel that the care offered to people diagnosed with 
BPD is inadequate (Cleary et al., 2002), and that services for BPD have not been 
comprehensively developed (O’Brien, 1998), and there is a need to develop a 
clear working framework in which the multidisciplinary team can practice, and a 
comprehensive programme of care.
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Krawitz and Batcheler (2006) suggest that overly defensive practice is employed 
in the treatment of BPD. For example, if a person diagnosed with BPD attempts 
suicide, professionals may react with hospitalisation. The increased use of 
mental health legislation with people diagnosed with BPD may decrease the 
short term risks, but increase the long term risks (Krawitz et al., 2004).
People with a diagnosis of BPD have reported that this type of defensive practice 
placed them in an environment of absolute safety where they did not have 
responsibility for themselves, which fed the belief that they were inadequate (see 
Krawitz et al., 2004).
As a result, over-involvement of services, and frequent hospitalisation and use of 
mental health legislation, does not allow the person to develop coping strategies 
for life problems within their natural environment, and upon discharge may return 
to the same patterns of self destructive behaviours (Krawitz & Batcheler, 2006). 
The over-responsiveness of mental health services may serve to reinforce certain 
BPD behaviours (see Krawitz et al., 2004), and thus reduce the chances of 
changing or extinguishing them.
Defensive practice may be driven by fears of medicolegal repercussions, 
particularly given the high risk of suicide in people diagnosed with BPD. Anxiety 
about their responsibilities has led many clinicians to make decisions that protect 
themselves rather than serve the interests of the client (Krawitz & Batcheler,
2006). There may exist a culture of over-responsibility for people with a 
diagnosis of BPD, with expectations of a duty to prevent these people from 
harming themselves when they may be intent on doing so (O’Brien, 1998), and 
clinicians may feel unsupported in risk-tolerant service provision (Krawitz & 
Batcheler, 2006).
Krawitz et al. (2004) believe that there is no risk-free way of providing services to 
people with a diagnosis of BPD. For chronically suicidal people, reducing the risk
47
by increasing service input may be unbeneficia! (Paris, 2002). Suicidal intention 
and behaviour may be acute, but suicidal thoughts may be chronic in people 
diagnosed with BPD. Hospitalisation may have the short term effect of reducing 
the risk and making the person feel heard, but the long term effect of 
disempowering them and fostering dependence upon mental health services 
(Krawitz et a/., 2004).
This knowledge has led to a change in some clinical practices. Rather than long 
term hospitalisation, many clinicians are recommending brief admissions of no 
greater than 48 hours (e.g., Paris, 2002). In conjunction with community based 
treatment the person is encouraged to take responsibility for themselves and 
problem solve in their natural environment (Krawitz et al., 2004).
Another possible problem that may exist within the service structure is that of 
training. There are few training opportunities for staff members around issues 
concerning BPD (Krawitz & RREAL, 2001), and many clinicians feel that they 
lack the skills or confidence to work with people with a diagnosis of BPD (Pfohl et 
al., 1999: cited in Krawitz & RREAL, 2001). These negative feelings may have 
an adverse effect on the person's outcome, for example leaving staff feeling 
inadequate and incompetent, which perpetuate the belief that they are not 
suitably skilled to deal with the problems experienced by people with a diagnosis 
of BPD.
Training in working with people with a diagnosis of BPD has proven to be 
effective (Krawitz, 2003). It has resulted in increased empathy felt toward the 
person diagnosed with BPD, which in turn has been linked to positive therapeutic 
outcomes (Aviram et al., 2006), and changes in clinicians’ attitudes toward 
people with a BPD diagnosis. Upon completion of training, staff felt more 
optimistic for the person’s outcome and felt they had a greater understanding into 
the processes of BPD (Hazelton et al., 2006). Thomas and Thomas (1999: cited 
in Krawitz, 2004) have found that discussing the positive outcomes of many
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people with a diagnosis of BPD can have a positive impact on the belief that BPD 
is ‘untreatable.’ While treatment may take several years, there are many cases 
of improvement in the BPD literature (Krawitz & Watson, 1999). Training may 
also relieve anxieties concerning legal responsibilities (Krawitz, 2003). Increased 
knowledge of the medicolegal framework in which services operate can allow 
staff to realise the limits of their ability to manage self harming behaviour and 
therefore reduce fears and worries of legal repercussions.
As well as training, the need for clinical supervision has been stressed (Bland & 
Rossen, 2005; Cleary et al., 2002), however many people working in the BPD 
area do not receive it (O’Brien, 1998). Given that people with a diagnosis of BPD 
may provoke negative feelings in staff, it is important that they are provided the 
opportunity to resolve these issues. Supervision provides the opportunity for staff 
members to learn, develop, and reflect upon their clinical practice. It should also 
be a chance to explore the negative emotions that are often evoked in the field of 
BPD (Bland, 2003: cited in Bland & Rossen, 2005). As such, clinical supervision 
should be non-judgemental. This allows the supervisee to become aware of their 
own internal conflicts evoked by working with people with a diagnosis of BPD, 
and relieves the fears of disciplinary action (Bland & Rossen, 2005).
The transference and counter-transference issues that are often raised in 
working with people with a diagnosis of BPD are outside of our own conscious 
awareness. Discussing these feelings helps staff become aware of their own 
behaviours, thoughts, and feelings concerning the person with BPD (Cutliffe & 
Burns, 1998). In becoming aware of their own reactions toward people 
diagnosed with BPD, they bring the transference and counter-transference issues 
into conscious awareness, which in turn allows them to engage in therapeutic 
relationships with their clients (Fraser & Gallop, 1993: cited in Bland & Rossen, 
2005). High quality clinical supervision should also allow staff to explore their 
role in working with people diagnosed with BPD, and recognise their own limits in
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trying to prevent clients intent on harming themselves from doing so (Bland & 
Rossen, 2005).
In supervision, staff may also be able to reflect on the delivery of services and 
how this may affect the therapeutic relationship. For example, contracts requiring 
a cessation of self harm are often used with people diagnosed with BPD. When 
these contracts are broken, punitive measures may be taken, for example, by 
withdrawing services or refusing to talk to the person. This may in fact lead to an 
increase in self harm as the person struggles with the distress of abandonment 
(Gallop, 2002: cited in Bland & Rossen, 2005).
Conclusions
People with a diagnosis of BPD represent one of the greatest challenges to 
mental health teams. The label is so stigmatising that the diagnosis has often 
been withheld from the person. The initial diagnosis is enough to provoke 
negative images of the person and a lack of hope for successful outcomes. This 
negativism can promote greater symptomatolgy in the person labelled BPD, 
giving rise to highly emotive reactions from both staff and client. Issues of 
transference and counter-transference can disrupt the therapeutic relationship to 
the point where input would not be beneficial.
The history of childhood trauma that is often seen in people diagnosed with BPD, 
particularly sexual abuse, can be difficult for people to confront or identify with, 
providing further evidence that they are alone and isolated from the world. A high 
percentage of staff would not enquire about childhood sexual abuse (Gallop et 
al., 1995: cited in Nehls, 1998).
Staff training and supervision, along with practice guidelines specific for the 
unique features of BPD can improve staff views and understanding of people
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diagnosed with BPD, as well as staff interaction with them. This in turn increases 
the likelihood of positive outcomes in therapeutic care.
Current treatment strategies include cognitive behavioural therapy and 
psychodynamic therapies (Krawitz & Watson, 1999). There is growing evidence 
of the benefits of dialectical behaviour therapy and transference-focused therapy, 
which when combined with staff training and therefore increased positivity, may 
result in improved clinical care for some of the most distressed people seen in 
mental health settings.
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Upon starting the doctorate in clinical psychology programme at the University of 
Surrey, the first assignment set was a Problem-Based Learning (PBL) exercise. 
We were to work in small groups with the goal of producing a join presentation to 
explore a problem: The Relationship to Change. Clearly this was not going to be 
a dry, dusty course traditionally associated with university education, but a 
dynamic collaborative and exploratory experience.
I found myself in a group of strangers with a common goal -  to complete the 
assignment. But this was a different assignment to any that I had undertaken 
before. The successful outcome of this depended on group, not individual, work, 
and we were all individuals: there were differences in gender, class, education, 
race, and experience. We were also sure to have different learning needs and 
styles, and this would be the first problem that we had to resolve -  working 
effectively within a diverse group.
The first Case Discussion Group (CDG) set the ground rules, agreed by all, for 
the group: that this would be a collaborative effort, and everyone would have to 
contribute equally. We would be suggesting ideas one moment, then considering 
the merits of others’ suggestions the next. Everyone’s view must be listened to, 
but everyone must be prepared to have their views critiqued. The group later 
met to make explicit these rules and to delegate tasks to complete the exercise. 
Our first task was to define the problem.
Change was something that we were all experiencing in our own individual ways. 
We needed to find a model that explained all our experiences and so we 
individually performed literature searches and met up again to share our findings. 
We discussed using Maslow’s Hierarchy of Needs model (Maslow, 1954), and 
the Kübler-Ross cycle (Kübler-Ross, 1969), however none seemed to fully
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explain our changes. We agreed to focus upon Hopson’s Stages of Transition 
model (Hopson, 1976). This model suggests that, after a period of excitement 
brought about by imminent change, we may find ourselves in a “honeymoon” 
period. This period may not last and we might find ourselves uncertain and 
losing confidence. This may result in a crisis from which we do not recover and 
we quit pursuing our goal of change, or we reconstruct, recover, and find new 
confidence.
Now that we had our model, the difficult work began. We needed to review our 
goal and break it down into tasks for each group member. We all chose a stage 
within the model to study further and bring back for discussion. When we met 
again, the problems started to emerge. Some members wanted to present the 
model in one way, others did not agree. There were debates about what was the 
best way forward but we could not find a compromise. We eventually decided to 
approach it from a new perspective, and came up with a plan that we all agreed 
upon. For some of us, our original plans had been dropped, but we had still had 
a say in the final resolution.
We each worked on the stage of the model that we had chosen and began to 
form ideas about how best to present. This, however, produced a presentation 
that did not flow -  there were different ideas that did not gel together. We met 
again to start afresh and create a joint presentation.
These final meetings before the presentation were the most stressful. We were 
all going through change and the resultant stress, and we also had to work within 
the group. The debates became more heated as the deadline approached.
There were the constructs of time and resources to work within as well. Some of 
the group wanted to move at a pace the others found uncomfortable. Some 
became annoyed at the opposing views that were proposed, and some despaired 
as it seemed the project was not following schedule. Some did not complete the 
set homework. The group seemed to be imploding. We met again, independent
62
of the CDG, and began by reiterating the ground rules we had agreed upon. This 
reminded us of the contract that we had entered in to, and resulted in one of our 
most productive meetings. We all empathically explored others' viewpoints, 
which resulted in honest self-exploration and collaborative resolutions.
After a few rehearsals, we felt ready. The final presentation went better than we 
all thought possible. There were times during the preparation when we felt 
opposed to each other, but on the day of our presentation there was cohesion. 
We were a group who had come together to solve a shared problem. There were 
difficulties during the process, but we worked together to solve them. This felt 
the most gratifying part of the experience -  we all felt that we had played a 
significant part in the outcome of the exercise, and we had respected others' 
wishes and decided upon an end product that we all liked.
With the presentations done, our placements began, and so did another stage in 
change. I now had to enter into individual therapy and begin to put into practice 
the treatment models that I was revising and learning.
Before I met my first client I reviewed the case notes -  again and again. I went 
over the therapeutic models -  again and again. I was arming myself with 
information and yet I still felt under-prepared. When our first session arrived, 
however, I remembered one axiom for therapy: one must not only master the 
techniques, but integrate them into a relationship (Saunders & Wills, 1999). Like 
the PBL exercise, therapy was to be a collaborative effort directed by the client 
and not myself. I had to operate again as part of a collaborative group and 
achieve the desired outcomes through negotiation. I also remembered the 
importance of genuineness as a therapist (Rogers, 1957: cited in Feltham, 1999).
Mirroring the first CDG session, we agreed ground rules for us both. We then 
discussed the goals that we might achieve in our sessions, and how we would 
break these down into smaller, attainable tasks that proceeded toward that goal.
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As with the PBL, the idea of a collaborative working alliance was promoted. I 
explained my role as a trainee clinical psychologist, learning and gaining 
experience. We were both in the process of change, and that made the process 
feel more collaborative.
This basic structure was repeated in subsequent sessions. We made explicit the 
aims and goals of the process, we respected the others' view if different, and 
developed an equal, collaborative approach that fostered openness and trust. 
These three factors -  defined goals, defined tasks, and trust-nurturing interaction 
-  have been seen as the cornerstone of positive therapeutic outcomes, with an 
explicit working alliance associated with more positive outcomes (Nelson-Jones, 
2002).
As sessions progressed, my supervisor became the third member of the 
therapeutic relationship. I began to come away from sessions with more and 
more information that needed processing. A non-directional lead by my 
supervisor guided me to ask the correct questions of myself and facilitate change 
in knowledge, much as did the CDG facilitator.
Over time my case load has increased and I am struck by the diversity, not only 
in terms of gender, ethnicity, age, religion, education etc., but in styles of 
learning. I have began to appreciate how one approach may work for one person 
but not another. How different techniques within each approach may not be 
suitable for every person. Identifying what works for whom may be one of the 
most important factors in therapeutic change, and it is best identified within a 
collaborative working alliance.
The PBL exercise helped me to adapt to change, but it also gave me an 
appreciation of what it is like to change. I empathised with my clients, who were 
embarking on change of their own, possibly unaware that I was on the same 
journey.
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During the PBL exercise, the group experienced dips in motivation. We all 
wanted to make this change to clinical psychologist, but other stresses as well as 
the work of the group seemed to sap our strength. Working together sometimes 
seemed a chore one would prefer to avoid even though attaining the goal was 
important.
What, then, of clients? Firstly, for them, the process of change is set within an 
NHS setting. We may call them service users, clients, or whatever, but the 
notion of them being patients cannot be far from their minds. With this notion 
comes the idea of dependency, or at least the idea that change is out of their 
hands and into the hands of a highly trained expert. Secondly, they are coming 
to see an “expert” in the stigmatised field of psychology.
The PBL exercise emphasises the importance of learning, and change, within a 
collaborative setting. The skill of the therapist is not only to empower the client to 
work collaboratively and break away from the patient notion, but also to realise 
that they are working toward a join goal. From my experience of the PBL, 
working together to solve a problem, openly and explicitly, helps increase 
motivation because one feels an active part of a process rather than a passive 
recipient of information.
The process of change, according to Hopson’s model, travels through peaks and 
valleys. If we hit a valley, we can either reject the change, or resolve to make an 
extra effort to attain our goal.
During the initial stage of my change to become a clinical psychologist I was 
involved with the PBL exercise. Due to the democratic and collaborative nature 
of the exercise, I did not feel like the person seeking knowledge from an all-wise 
master. I was part of a team exploring a problem and directing its course. This 
helped me avoid the valleys because my contribution felt valued.
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Therapeutic change may follow a similar path. There may be peaks and valleys 
along the way. When we fall into a valley, we can feel out of control of the 
situation and lose motivation. If, however, we are part of an active process, not 
acting, not being motivated, becomes less likely.
Change can be traumatic. We may have to let go of comfortable pasts and 
embrace uncertain futures. Facing these changes alone can be daunting, but 
facing them as a team can feel empowering.
This method of learning, and of change, can be time-consuming. There are 
limited resources within the NHS, and an emphasis on cost-effectiveness. 
Collaboration toward a group goal can sometimes mean concessions are made 
purely to keep the peace. While a dictatorial approach to learning can evoke 
argument, a democratic approach can evoke compliancy.
This approach toward psychological intervention, however, seems ideally suited. 
When we were set the PBL task, I wondered what relevance it had to the course. 
I first believed that it was just a team-building exercise. Being part of that 
exercise, however, has allowed me to experience a working alliance attempting 
to solve a common problem from a variety of roles. The relevance of this was 
made clear to me at the beginning of my placement. A good working alliance 
promotes positive change.
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This was our Case Discussion Group’s third Problem Based Learning (PBL) 
exercise. By now, we had grown accustomed to what was expected of us, but 
also we had developed a greater sense of the benefits of learning in such a way, 
which allowed us to possibly gain more from this PBL than the previous two.
The PBL approach is becoming more and more common in health services 
(Albanese, 2000), although it is not to be seen as a new teaching method to 
replace didactic lecture teaching, more of an adjunct to it. The PBL allows small 
groups to consider a clinical case scenario and reflect upon the wider issues this 
case may raise rather than the narrower role we may have as clinicians in a 
specific area (see Subramaniam, 2006), as it values making meaning of the 
issues over the collection of facts (Rhem, 1998). It also encourages the skills 
required to work collaboratively (van Berkel & Dolmans, 2006), an important 
aspect of working in an NHS setting, and the process of learning from actively 
working with problems provides skills for adaptive learning in new situations 
(Rhem, 1998).
Our case scenario concerned parents with a Learning Disability (LD). Mr and 
Mrs Stride were the parents’ of twins, Sally and Sarah, who had been temporarily 
placed into care as they were deemed at risk. Mrs Stride had already had two 
older children placed into care and was keen to avoid this again. Both parents 
were in receipt of State benefits and lived in conditions of deep poverty, although 
they received additional help from Mr Stride’s family. Several professionals 
involved in the case felt that the Strides were unable to provide a safe 
environment for the twins, whereas others believed that they could learn to be 
‘good enough’ parents with adequate support. The Strides, however, had not 
engaged in previous attempts to assess and increase their parenting knowledge, 
and Mr Stride had become physically abusive toward Mrs Stride in times of 
conflict, and this had been witnessed by the twins.
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This scenario immediately raised strong emotions within us when we first 
discussed it in our Case Discussion Group. The general feeling was one of 
empathy, as we placed ourselves in the Stride’s position and realised how 
confusing this situation was, and how they could be immediately discriminated 
against because of an LD. We all felt that people should not be denied the right 
to start a family on the basis of intelligence levels. They should certainly not 
have their children removed to care simply because their intelligence level was 
lower than average, or to be subject to excessively demanding assessment 
procedures that would be confusing enough for someone without an LD. This 
first session allowed us all to express our emotional considerations of the case. 
Everyone participated to a great extent, and we were all aware of recent 
governmental papers (e.g.. Valuing People: Department of Health, 2001) that 
advocated the rights of people with an LD.
During this session, a spider chart was drawn up to map out the various factors 
that would impact on this case. Because of the complexity of the situation, it was 
helpful for us all to be able to see before us the issues that might be faced by the 
people involved in this scenario. After this, we arranged to meet several times 
outside of the Case Discussion Group to discuss how we could best present this 
case.
The following week was spent performing literature searches to see if there was 
any scientific evidence to support our initial view. The articles we found were 
passed to the other members of the group, and we met again at the end of the 
week to discuss our findings. Each of us was able to bring new information to the 
discussion even though we had all read the same articles, possibly because our 
own feelings about the case influenced the parts of the articles we focused upon. 
This was one of the strengths of the group -  that we all had different perspectives 
that provided a fuller picture than each individual perspective. I personally felt 
that the literature would be sympathetic to the plight of parents with special 
needs, and in general this was the case. It was, however, balanced with
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opposing views that suggested that, in some cases, placing some children on 
care orders was justified for the child's sake.
Although originally we had strong feelings concerning this case, we also realised 
the need to balance this with alternative views. As a result, half of the group 
were assigned to play the part of officials who were child- rather than parent- 
focused, and wanted to remove the children for their own safety (the antis), and 
the other half were assigned roles in favour of the children staying with their 
biological parents (the pros). With our pro or anti role assigned, we re-read the 
papers and reconsidered the information from the perspective of our roles. Each 
of us wrote what we would like our characters to say, and we put these together 
into a script.
We had decided to present the arguments in the form of a news documentary, 
with interviews with the Solicitor, Social Worker, Psychologist, and Guardian 
involved in the case. In recognition of the fact that the parents may not be 
involved in the real-life case, we also made a video interview with the Strides to 
allow them to get their point of view across. It was deliberately made so that the 
Strides were put under pressure in the interview, with long and complex 
questions resulting in their confusion and ultimately anger. This was contrasted 
with the ‘high standing’ foster parent with the appearance of high moral 
standards, who slaps the children when they misbehave. By this we hoped to 
show that aggression was expected in parents with LD, and therefore when it 
appeared it was focused on rather than any attempt made to understand the 
cause, whereas the act of physically abusing a child may be overlooked in what 
appears to be a highly respectable, ‘middle class’ family.
The video editing took longer than we had expected because none of us were 
familiar with the required software. It was completed close to the deadline for the 
presentation, but after a final run through of the presentation we realised that it 
would not take up as much time as we had originally planned. This meant that
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we would have to extend our scripts, and this was done on the morning of the 
presentation. In previous PBLs, this may have caused a lot of problems, but with 
this PBL we did not feel pressure, we all felt comfortable and capable of 
completing the task. We all knew the case very well, and the issues that 
surrounded it, and the script was completed quickly. This showed how well we 
had grown as a group, how we had become comfortable with each other’s 
working style, and how we had begun to work together effectively as a 
collaborative team.
During the presentation, both the pro and anti groups produced very convincing 
arguments for their point of view, and we gained insight into the complexities of 
such cases. While we had originally considered low IQ to be a poor reason to 
remove children from parents, the antis reminded us that an LD is not diagnosed 
solely on IQ levels, but also on functional abilities, and it was difficulty in these 
areas that may place the child at risk. Even if they were deemed fit to care for a 
child now, they may not be able to cope with the demands of a growing, 
developing child.
Our initial reaction, that the parents should keep the children, had been 
challenged by ourselves in our work. After recognising the other side of the 
argument, we realised that we had been more parent- than child-focused. We 
had overlooked the domestic violence and disengagement from service-provided 
learning, assuming that these were a result of confusion or misunderstanding -  
therefore, our thinking led us to believe that they were not able to do these things 
because of their LD. The very same argument, that of diminished capacity, was 
being used to justify removing the children into care. With the current trend 
toward the endorsement of the rights of people with an LD, we may have lost our 
critical ability.
Over the time we have worked together within the Case Discussion Groups, we 
have grown as a group and learned what different strengths each individual
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brings to the exercise. Although a diverse group in terms of background, gender, 
experience, and personality, we have learned to work together and produce a 
whole that is greater than the sum of its parts.
In previous PBLs, there were conflicts that threatened to undermine the work we 
were doing. This was not the case this time. The process of this PBL felt 
smoother although we were more behind deadline with this exercise than the 
previous two. We had naturally formed a safe environment in which to share our 
views without feeling threatened by having our ideas rejected, and taken up 
appropriate roles and duties without explicitly referring to such. These factors 
have been associated with positive outcomes in collaborative work (Nelson- 
Jones, 2002), and have given us confidence to apply what we have learned to 
collaborative working in our clinical settings. There was also a good level of 
humour within the group, balanced with business, which helped bond us together 
into a team with a common goal in which we all felt valued.
We did feel that such a complex case would be difficult to ‘recreate’ through the 
PBL. There were many legal issues that would have taken precedence over 
other professional’s opinions, and we felt that the final decision in this case would 
be more in the remit of the legal rather than health services.
Whereas lectures give a specific insight into a specific area, this PBL allowed us 
to consider how this situation can affect many areas of an individual’s life, and 
gave us a broader insight into how a problem such as this operates in, and is 
influenced by a much wider, complex system. Previous PBLs explored clinical or 
social issues that could be seen as the remit of psychology. This exercise, 
however, brought attention to the fact that in some instances, our work as clinical 
psychologists may involve legal, social, and ethical consequences.
The group’s overall feeling about this PBL was positive. We felt that we had 
achieved something collaboratively that we could all take pride in. Previous
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PBLs had proved difficult, and I believe that at some point we all thought that we 
could not work effectively together. This exercise, however, has shown us that 
even seemingly insurmountable problems within collaborative work can be 
overcome. As a group, we felt that we have benefited from this PBL more in the 
sense that we have grown as professionals and people, and feel a sense of great 
achievement at resolving earlier conflicts in such a way as to virtually eliminate 
them, and promote a good environment in which to work together.
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Our Case Discussion Group’s (CDG) final year Problem Based Learning (PBL) 
assignment was perhaps the most sensitive. Its theme was older adults, and 
required us to reflect upon not only dementia, but also cultural differences in the 
diagnosis and practicalities of service provision.
This was also a time of sensitivity for our CDG. One member had left the group, 
and another one had joined. We had discussed the member leaving, and we had 
formalised the change, however there was a bitter after taste in the knowledge 
that we had not been able to resolve differences between team members. 
Furthermore, we did not know how our team working relationship would be 
affected by a new member; a cohesive group formed over time is considered a 
prerequisite of an effective learning group (Wood, 2003). Unsure of this changed 
dynamic, we set aboutjDur assignment.
We were asked to consider the hypothetical case of Mr Khan, a 72 year-old 
Muslim male, originally from Pakistan but resident in the UK for almost 40 years. 
He and his wife had two daughters, Shazia and Maya, both born in the UK. 
Shazia had an arranged marriage in Pakistan, where she lives with her husband 
and three children. Maya married a European male and her family disowned her. 
She and her husband both work as journalists who travel throughout Europe 
three to four days per week. Mrs Khan had died of cancer nine months ago, 
leading to a disagreement with the mosque over how they had responded to her 
death; thereafter Mr Khan stopped attending the mosque. Also at this time Mr 
Khan and Maya re-established contact. Maya subsequently contacted Social 
Services concerned about her father’s short term memory problems and self 
neglect. Maya would like Social Services to become involved, and for her sister 
Shazia to return to the UK to help resolve the issue.
When we first met to discuss the case, none of us had done any background 
reading on the subject. In this first meeting we identified our areas of knowledge 
and areas of learning needs. While we all agreed that we would need to
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research this area to fill the gaps in our knowledge, we were still able to generate 
many themes. For example, we reflected upon the different family member’s 
identity: Mr Khan, the traditional Muslim father, Shazia the ‘good’ daughter who 
followed traditional mores, and Maya the ‘bad’ daughter who had become 
‘westernised.’ We also considered whether Mr Khan’s presentation could be 
explained in terms of bereavement, how he might revert to speaking in Urdu if the 
cause of his memory problems were organic, and what it would mean for a 
Muslim family to seek help from the (westernised) NHS. During this first meeting 
I was surprised by how many themes we could unpick and explore without having 
researched the subject. We all contributed unique view points on the 
practicalities of this case, with others raising points that I might not have 
considered. This highlighted for me the usefulness of working within a team, 
particularly in such cases where sensitivity to cultural issues is required. The 
environment felt a safe forum to express our ideas without fear of rejection, and 
allow us to take up appropriate roles to complete our task, factors that have been 
associated with effective group work (Nelson-Jones, 2002).
This was also a good opportunity to solidify the new member’s place in the group; 
PBL assignments not only develop problem solving, but also promote teamwork, 
respect for others, and social skills (Wood, 2003; Rhem, 1998). It immediately 
gave the new member a voice within the group and a chance to interact on a 
deeper level than in CDG discussions, aiding induction into the group.
When we came to researching the problem we were surprised by how little 
literature we could easily find. A simple database search did not reveal much, 
and we had to perform deeper searches to discover relevant material. Much of 
the literature we found related to Asian culture in general rather than Muslim 
culture. Of the articles we did find relating to Muslim beliefs around ageing and 
mental health problems, the findings were contradictory. For example, Cohen 
(1998: cited in Miller, 2000) suggest that memory problems may be viewed in a 
positive light, whereas Javed et al. (2006) suggest that memory problems are
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viewed in a negative fashion by Muslims. Our discussions after this became 
deeper and we were all highly motivated to learn more about the subject as we 
understood that such a scenario could happen within our own practice.
Over several sessions we did manage to identify some common themes. For 
example, within Muslim communities there may be a tendency to keep mental 
health and memory problems hidden to maintain family reputation, care is 
typically provided within the family rather than by the state, and help may be 
sought later (Wynaden et al., 2005). The belief that dementia might have a 
supernatural causality and that prayer may be therapeutic may be held by 
traditional Muslims; ‘westernised’ Muslims may tend to seek state help, 
particularly those who have attended higher education (Sheikh & Furnham,
2000). Although there was little literature that we could find specific to this 
subject, it was clear that it was a broad, complex topic.
Due to this complexity, we decided to assign ourselves one character and 
explore their possible experience of the situation, including the family, health 
professionals, and religious figures. We finally decided to represent the family as 
follows: Mr Khan believing that his memory problems were due to the ageing 
process and not an organic condition, Maya believing that it was an organic 
condition and that the state should help, and Shazia believing that the family 
should be responsible for her father’s care. In previous PBL assignments, these 
stages had been marked by some disagreement, but this time we all agreed on 
each other’s contributions.
We also decided that our final presentation of the task would be serious. Our 
previous PBLs had been light hearted and joking, but this time we did not use 
humour to present the scenario. I believe that there was an underlying fear of 
offending another culture by attempting to decide upon how they would feel and 
behave in this situation. We knew that we could never fully understand another
81
culture’s views when we had not been immersed in that culture, and so we did 
not want to exacerbate this lack of understanding by using humour.
For the first part of our presentation, we decided to role play individual characters 
and express what their perspective of the situation could be. We presented the 
views of Mr Khan, Shazia, Maya and her husband, the Imam, social services, 
and the psychologist. Each character clearly had Mr Khan’s best interests at 
heart, but each had a different standpoint on how to be of most benefit. In clinical 
practice I believe that these situations commonly occur, with the health care 
professional attempting to do what is best but ultimately failing the client. It is 
important to not take the possible rejection of care as personal, and attempt to 
understand things from the client’s perspective.
We also decided to include a family sculpt in the presentation. A family sculpt is 
a visual representation of the current situation within that family (Burnham, 1986). 
We found this was a powerful way of showing the dynamics within the family. By 
seeing how Mr Khan might possibly place people in accordance to their current 
influence upon him, it was an easy and immediate way to identify strengths and 
weaknesses within Mr Khan’s social network. I felt that the use of a systemic 
intervention in our presentation highlighted our growth as psychologists and our 
growing repertoire of intervention techniques.
I felt that there was less anxiety within the group on presentation day compared 
to past PBLs. Our presentation went relatively smoothly because everyone 
understood their role. Being in role was made easier as the parts we had 
assigned to ourselves were well known through extensive exploration. In 
previous PBL assignments, we have met to feedback on the experience of 
presenting. Each time we have mentioned how the other group’s presentation 
was in some way better than ours, usually in joke form. This time, however, no 
one said this. I think we were all pleased with the work we had done and felt that 
we had worked effectively as a team despite the change in membership.
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A lot of consideration went into the presentation of this family and how best to 
approach the situation. This is probably reflected up and down the country when 
persons of a different culture attempt to access health services, but I wondered if 
this over-sensitivity is a help or a hindrance. There is a climate of fear of 
offending members of ethnic minority groups, and this fear may interfere with the 
care provided. This PBL has taught me that by simply exploring the issue within 
the team we could make engagement with other cultures easier. For example, I 
discovered that the closest translation of dementia in Urdu means ‘crazy’ (Furbat, 
2002: cited in Downs et al., 2006). I know now not to use that word! It also 
highlighted the need for continued diversity training within organisations that may 
have contact with culturally diverse populations.
In my older adult placement, it has helped me to begin considering a diagnosis of 
dementia not only in individual terms, but also in systemic terms. The discovery 
of a life changing condition can provoke a range of emotions and reactions for an 
individual and the system around them.
Furthermore, this PBL exercise has had special significance for me in terms of 
clinical practice. One of the referrals to my current service concerned a Muslim 
woman who was experiencing memory difficulties. Her family were involved in 
her care and had been reluctant to engage with services. In supervision I was 
able to reflect upon some of the issues we explored in our PBL assignment and 
consider the best approach to engagement.
I believe that this was the most clinically relevant PBL assignment we have 
worked on as it is a scenario any one of us may encounter. The transition from 
trainee to qualified clinical psychologist can seem frightening as the ‘safety net’ of 
supervisors is lost and we have to make decisions ourselves. I have gained 
confidence in my ability to manage complex situations such as this, as I am sure 
the other members have.
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It has also been a good exercise for MDT work, highlighting how different team 
members (including the client) may have different approaches but the same 
broad aim. There is a potential role for the clinical psychologist (or other health 
professional) to facilitate meetings based on PBL principles to ensure that all 
MDT members are heard and are part of the solution to complex situations, thus 
facilitating good working relationships, so important in scenarios such as that 
presented in this PBL.
Although it was regrettable that one member of our CDG decided to leave. Wood 
(2003) recognises the importance of dynamics within the group, and suggests 
that if personality clashes emerge between team members it might be best for 
that group to change. As this PBL exercise has taught me that there may be 
times when my wants and needs, or any group member’s wants and needs, have 
to be forgone for the good of the team and a beneficial outcome, so too have I 
learned that the leaving member’s decision was based on what was good for the 
team rather than just personal dislike of the group. Something I will take from 
this experience is the importance of monitoring group dynamics and recognising 
any personality clashes early. Although I do not feel that the group failed due to 
the change in members, I still wonder if the outcome would have been different if 
these personality clashes had been recognised and addressed earlier.
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The CDG was a novel experience for me. The group met in the first week of the 
course when we were relative strangers and anxious to be good participants. We 
were first set a Problem Based Learning task exploring the relationship the 
change. Members were delegated to different literature searches and we 
reconvened to discuss our findings. We had different perspectives on the task, 
and this created some conflict. With difficulty, the assignment was completed.
We also presented clinical cases. Listening to others present allowed us a view 
into other’s style of working, and gave us the opportunity to hear different 
perspectives on the same problem, giving us more options in our own work. It 
also highlighted that clients operated in various social roles.
Non clinical issues were also discussed such as service organisation, 
professional issues, and problems arising in placement. One member mentioned 
a client forming an emotional bond with them, but felt that some of the feedback 
received suggested that they may in some way have encouraged this, and left 
them wary of mentioning the issue of attraction. I had hoped topics such as this 
could be explored further in the group.
Each member of the group bought their own distinct character to the group, and 
appreciation of these qualities aided group cohesion. There were, however, 
some conflicts which were not dealt with initially in the best way. We did move 
toward a resolution, which will aid us in our clinical practice as conflicts in an 
MDT may occur.
Overall, the CDG was a positive experience for us, and our experiences could be 
transferred to our own practice.
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For our second CDG, we had a new facilitator, and it felt like we were starting a 
new group all over. We had noticed that other CDGs had formed more cohesive 
groups than our own. Although we could complete tasks together, there was no 
sense of ownership or belonging in the group. The first conflict occurred because 
we had taken the late group last year, and did not want to do so again. Many 
expressed a wish to disband the group if we had the late session again. There 
was tension within the group and a feeling of discomfort in discussions.
As the group progressed, more trust developed between us, and we were able to 
discuss personal issues. The Problem Based Learning task was easier this time, 
because we considered everyone's views, and most of us agreed on the issues 
involved. The presentation of the task was well received, and we all reflected 
upon what a positive experience it had been for us all.
Near the end of the group, we returned to the conflict that had occurred in our 
group. Everyone felt that they had been happier with this year’s group, however 
one member felt that it had been a negative experience, and had felt bullied. 
Others did not feel that this was the case, but it gave us the opportunity to reflect 
upon and evaluate our own behaviour, which we considered to be the most 
difficult task in our own practice.
These experiences were considered valuable learning points in our development, 
and were reflected in our own practice, giving us greater confidence to talk in 
placement meetings and resolve conflicts within the team.
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Assessment and Treatment of a 39 year-old Male with Low Self Esteem and 
Associated Depression and Sexual Identity Confusion
The psychiatry department referred this 39 year-old male because of low mood, 
and a concern about rejection from others. He was an only child who had a poor 
relationship with his father, and a distant mother, in secondary school he was 
bullied because of his height, which led to the belief that others did not like him. 
At this time he also experienced sexual attraction to other males, and was also 
bullied for this. He attended university and gained a degree in geology, and is 
currently employed as a manger in data analysis.
He sought psychological intervention because he could not develop close 
emotional relationships because he believed that he was unattractive and 
expected to be rejected by others. He was also confused about his sexual 
identity.
A CBT approach was attempted, countering his negative beliefs, but this had 
limited success due to the strength of his belief that he was unattractive. A 
behavioural approach was tried, using role play and video feedback of a 
conversation with a young female. After viewing the video, he saw that his 
predictions for how he would behave were not evident, and he noticed his 
behaviour could be seen as distant. Following this session he went on a 
successful date.
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Assessment and Brief Intervention with a 52 year-old Male with Delusional 
Beliefs and Associated Distress
The recovery and rehabilitation team referred this 52 year-old male who had a 
long history of service use. He was experiencing several psychotic symptoms, 
such as believing that he could read others thoughts and influence the person, 
and that others could do this to him.
He was adopted, but had a good relationship with his adoptive parents. At 
secondary school, he developed severe acne, and he was placed in lower class 
bands. Other students bullied him, and he believed that he knew what they were 
going to say before they said it. He had also experienced visual hallucinations as 
a child, and this led to the belief that he was special. He had various part time 
jobs after leaving school.
His current concern was that his neighbours made noises deliberately to upset 
him. Thought diaries revealed that his neighbours made noises most days, but 
on some days he was less distressed than others. On the days that he was not 
distressed, he felt “mentally strong,” but on days that the he was distressed he 
felt “sensitive.” On exploration, he felt mentally strong when he did positive 
activities, such as visiting his mother. Several other activities that helped him feel 
strong were identified and encouraged. In the following session, he reported that 
he had had his “best week ever.” This was confirmed by another person working 
with him.
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Summary of Learning Disability Case Report
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Intervention for a Man with a Learning Disability and Dysexecutive 
Syndrome
The care manager referred this 29 year-old White British male for behavioural 
management. He had physically assaulted staff and other residents, and 
destroyed property.
He was educationally statemented as a child, but was bullied at school and told 
that he was “stupid.” His father was emotionally and physically abusive, and his 
mother had learning and physical disabilities. He had a half sister and one step 
brother who also had a learning disability, and two step sisters with whom he had 
no contact. He had attended several employment courses but did not complete 
them due to behavioural problems. Several years ago he destroyed property at 
his mother’s home and received a prison sentence and an Anti Social Behaviour 
Order preventing him from visiting his mother.
A previous neuropsychological assessment by a clinical psychologist had 
revealed problems with his memory, planning activities, initiating behaviour, 
executive functioning, and anger management. He had attended anger 
management courses but could not implement them in practice.
Intervention initially focused on time telling, which caused difficulty for him when 
planning activities, and showed a good ability to learn. Later, problem solving 
charts, planning exercises, the identification of emotions in others, and a review 
of his anger management diaries was undertaken. He showed some 
improvement in executive functioning skills, but disengaged with services after 
his service manager was changed.
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Summary of Child and Family Case Report
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Cognitive Behavioural and Family Therapy with a 12 Year-Old Girl with 
Anxiety Disorder
A psychiatrist referred this 12 year-old girl regarding her anxiety and excessive 
mint intake, eating up to five packets of mints per day. This had caused dental
problems, which she was reluctant to visit a dentist about, and stomach upsets. 
When her mother withdrew the mints, she would scream and hit herself until they 
were returned.
This behaviour had started when she was 9 years old and had vomited. After 
this, she became a fussy eater and sensitive to odours. Certain smells would 
make her want to vomit, and she felt that eating mints stopped this. Her mint 
intake increased when she was anxious, for example at school, where one friend 
teased her.
During initial assessment, it was noticed that she would smile sarcastically at her 
mother’s comments, but stated that her mother was correct. She was more vocal 
when her father attended the sessions. Initial intervention focused on 
psychoeducation and the construction of an anxiety hierarchy. This was followed 
by a course of relaxation training and a cost-benefit analysis of eating mints.
This approach had some impact on her mint eating, reducing from five packets to 
three, but her anxiety was still evident. It appeared that family dynamics were 
maintaining the anxiety, and interventional interviewing was attempted with her 
and her parents. This resulted in her parents confronting the issue in a unified 
manner, and her mint intake dropped to one packet per day. She also visited the 
dentist for necessary work.
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Summary of Older Adult Case Report
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Neuropsychological Assessment of a Woman with Possible Memory 
Problems
The GP referred this 76 year old female due to her concerns about possible 
memory problems, which had also been noted by her husband. She had 
attended university, studying Latin and mathematics, and had worked as a 
Market Researcher until her retirement.
Her main concern was memory problems, worsening over the past two to four 
years. These problems included forgetting words mid-sentence, confusion with 
regards to appointments, and entering a room and forgetting why she was there. 
She reported a poor memory for recent events, although her long-term memory 
was not affected. She had also recently left the cooker on and had experienced 
several falls.
A CT scan had revealed no significant problems, but had noted age-related 
changes to her frontal lobes. Several assessments were used to assess her 
memory, including an estimate of pre-morbid intelligence, tests of general 
intelligence and memory, and executive functioning.
The results indicated that her current and pre-morbid intellectual ability was in the 
superior to very superior range, her memory was average to high average, 
although her visual memory was lower, and her executive functioning skills 
ranged from average to superior. Her memory was lower than expected given 
her intellectual ability, but there was evidence that information is being encoded, 
consolidated, and retrieved. While she had some risk factors that are associated 
with vascular dementia, her memory decline was not significant to warrant a 
diagnosis. It was recommended that she be assessed again in one year to 
monitor any decline.
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Summary of Adult Mental Health Clinical
Placement 1
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Location
Dates
Clients
Modes of Work
Service Settings
Psychometric
Assessments
Therapy Models 
Teaching
Training
Meetings, 
Observations & 
Visits
Research
Conifers Resource Centre, Caterham
2 November 2005 to 24 March 2006
16(11 male, 5 female), age 32 -  59. Generalised Anxiety
Disorder, Depression, Asperger’s syndrome. Obsessive
Compulsive Disorder, Bipolar Affective Disorder, Post
Traumatic Stress Disorder, low Self Esteem
Direct with individuals, indirect with staff, work within an
MDT, joint work with other professionals, work within a
specialist service, consultation, group work
Day hospital, out patients, GP practice, day service
BDI, BAI, GADS, Anxious Thoughts Inventory, Self Esteem
Inventory, Penn State Worry Inventory, Asperger’s
Procedure, Robson SCO
CBT, CAT
Mental Health Promotion Group (co-facilitator and lead); CBT 
for Depression Group (co-facilitator)
SIG Psychosis and Complex Mental Health Faculty; Role of 
Clinical Psychologist in Rehabilitation 
AMH Meeting, AOT Meeting, Business Meeting, Ward 
Round; Visits to GP Practice, General Hospital, Residential 
Homes, Employment Services, In Patient Unit; Observations 
of Psychiatrist, CPN, Social Worker, Carer Support Worker, 
Support Worker 
Referral Trends to PCT
103
Summary of Adult Mental Health Clinical
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Location
Dates
Clients
Modes of Work
Service Settings
Psychometric
Assessments
Therapy Models 
Teaching
Training
Meetings, 
Observations & 
Visits
Research
Wingfiel, Redhill
24 March 2006 to 22 September 2006
10 (8 male, 2 female) age 26 to 64. Psychosis, Bipolar
Affective Disorder
Direct with individuals, indirect with staff, work within an 
MDT, joint work with other professionals, work within a 
specialist service, consultation, group work 
In Patient, In Patient Rehabilitation, Day Hospital, Out 
Patient, GP Practice, Residential Homes, Hostels 
BDI, BAI, GADS, Anxious Thoughts Inventory, Social 
Cognitions Questionnaire, Self Concept Questionnaire, 
Cognitive Interview with Voice Hearers, Mindfulness 
CBT
Recovery Group (co-facilitator and lead), “Making it Real” 
Conference, Psychosocial Approaches to Psychosis, 
Normalising Psychosis
SIG Psychosis and Complex Mental Health Faculty Meeting, 
Recovery in Psychosis
AMH Meeting, AOT Meeting, Business Meeting, Ward 
Round; Visits to GP Practice, Residential Homes, 
Employment Services, In Patient Unit; Observation of 
Psychiatrist, CPN, Social Worker, Support Worker 
Fidelity to Assertive Outreach Model, Normalising the 
Psychotic Experience (survey)
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Summary of Learning Disability Clinical
Placement
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Location
Dates
Clients
Modes of Work
Service Settings
Psychometric
Assessments
Therapy Models 
Teaching
Training 
Meetings, 
Observations & 
Visits
Research
Croydon Joint Community Learning Disability Team 
11 October 2006 to 23 March 2007 
11 (7 male, 4 female) age 19 to 70. Obsessive Compulsive 
Disorder, Autism, Acquired Brain Injury, Dementia, HIV, 
Dysexecutive Syndrome, Sexuality, mild/moderate/severe 
learning disability
Direct with individuals, indirect with staff, work within a 
specialist service, consultation
Out Patient, Client Home, Residential Homes, Hostels, Day
Service, Neuro Rehabilitation Unit
WAIS, WMS, Trail Making Test, Rey Complex Figure,
Dementia Screening, STAR Profile, BDI, BAI, HADS, HALO,
Graded Naming Test, Vineland Adaptive Behaviour Scale,
Momentary Time Sampling
CBT, Neuropsychology Rehabilitation
What is Learning Disability, Communication, and Quality of
Life
SIG Learning Disability
Allocations Meeting, Business Meeting; Observation of 
Speech and Language Therapist, Social Worker, Nurse, 
Psychiatrist, Care Manager; Visits to In Patient Unit, Day 
Centre, Residential Homes
Dysexecutive Syndrome in Offenders with a Learning 
Disability
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Summary of Child and Family Clinical
Placement
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Location
Dates
Clients
Modes of Work
Service Settings
Psychometric
Assessments
Therapy Models
Teaching
Training
Meetings,
Observations &
Visits
Sutton CAMHS, Joint Adolescent Service
4 April 2007 to 21 September 2007
17 (13 male, 4 female), age 3 to 17. Behavioural Problems,
ADHD, low Self Esteem, School Non Attendance, Learning
Disability, Psychosis, Fire Setting, Depression, Panic, Social
Anxiety, Suicidal Ideation, Sleep Problems, PTSD, Anxiety,
Obsessive Compulsive Disorder, Autism
Direct with individuals, direct with families, indirect with
family/relatives, with MDT, joint with other professionals,
CPA, within a specialist service, consultation
Out Patient, Community, Client Home, School
Wise, WPPSl, Conners' ADHD, BDI, BAI, Beck Youth
Inventories, Young Schema Questionnaire, Gillam
Asperger’s Rating Scale, High Functioning Autism Spectrum
Screening Questionnaire, Scholl Observations
CBT, Systemic
Simple Phobias, Attachment
Review Meeting, Youth Offender Team Meeting, School 
Meeting, Case Conference Meeting; Observation of 
Psychiatrist, Family Therapist, Schools; Visits to Educational 
Psychologist, Team Manager, Family Therapist, Social 
Worker, Sessional Workers, Clinical Psychologist, 
Psychoanalytic Psychotherapist, Art Therapist, Webster 
Stratton Project Manager, ADOS Assessment, Work with an 
Interpreter
Research
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Location
Dates
Clients
Modes of Work
Service Settings
Psychometric
Assessments
Therapy Models
Teaching
Training
Meetings, 
Observations & 
Visits
Research
Barnes Hospital
10 October 2007 to 28 March 2008
15 (5 male, 10 female), age 69 to 88. Depression,
Dementia, Parkinson’s Disease, Memory Problems, Falls, 
Anxiety, low Self Esteem, Social Isolation, Coping with son’s 
Psychosis, PTSD, Bereavement
Direct with individuals, direct with families, indirect with staff, 
within MDT, CPA, consultation 
In Patient Unit, Out Patient, Community, Client Home, 
Hostels, Residential Settings, In Patient Medical 
WAIS, WMS, NART, Trail Making Test, Rey Complex Figure, 
COWAT, BDI, BAI, CES-D, HADS, Assertiveness 
Questionnaire, Physical Symptom Questionnaire 
CBT, Systemic
Working with Older Adults, Protecting Vulnerable Adults 
De-Escalation and Breakaway Techniques, RiO Training, 
Recruitment and Selection Training, Anxiety Management 
Psychology Meeting; Observation of MEAMS, Out Patient 
Clinic, ECT Clinic; Visits to Occupational Therapy, 
Psychiatrist, Clinical Psychologist, Organic In Patient Ward, 
Functional In Patient Ward, Day Centres 
Referral Audit
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Summary of Advanced Competencies 
Clinical Placement
112
Location
Dates
Clients
Modes of Work
Service Settings
Psychometric
Assessments
Therapy Models
Teaching
Training
Meetings,
Observations &
Visits
Research
Poplars, West Park 
9 April 2008 to 19 December 2008 
12 (6 male, 6 female) age 19 to 64. Acquired Brain Injury, 
Stroke, Depression, Relationship Problems, Mobility 
Problems, Anoxia, Anxiety, Multiple Sclerosis, Cauda Equine 
Syndrome, Anger, Memory Problems, Leigh Syndrome 
Direct with individuals, direct with couples, indirect with staff, 
within MDT, with other professionals, within a specialist 
service, consultation
In Patient Rehabilitation, Out Patient, Client Home, Hostels,
Residential Setting, In Patient Medical
WAIS, WMS, WTAR, BADS, TASIT, AMIPB, Hayling and
Brixton, Graded Naming Test, TEA, Advanced ToM, Token
Test, Verbal and Category Fluency, VSAT, VOSP, BDI, BAI,
HADS, BHS, Mental Status Questionnaire, GOAT, STAXI,
BICRO, IPQ, lES, DISC, SCID for Depression
CBT, Behavioural, Neuro Rehabilitation
Acquired Brain Injury and Consequences, Basic CBT
Basic Life Support
MDT Meeting, Psychology Meeting, Consultation Clinic; 
Observation of Physiotherapist, Occupational Therapist, 
Nurse, Case Manager, Clinical Psychologist, Splint Clinic, 
Fatigue Management, Small Aids Clinic, Consultation Clinic; 
Visits to Occupational Therapy, Nurse, Case Manager, 
Nursing Home, General Hospital, Cottage Hospital, 
Headways
Audit of In Patient Cottage Hospital
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RESEARCH DOSSIER
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Research Log Book
115
1 Formulating and testing hypotheses and research questions
2 Carrying out a structured literature search using information technology and 
literature search tools /
3 Critically reviewing relevant literature and evaluating research methods
/
4 Formulating specific research questions
y
5 Writing brief research proposals
6 Writing detailed research proposals/protocols
y
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly y
8 Obtaining approval from a research ethics committee
y
9 Obtaining appropriate supervision for research
y
10 Obtaining appropriate collaboration for research
/
11 Collecting data from research participants
y
12 Choosing appropriate design for research questions
y
13 Writing patient information and consent forms
14 Devising and administering questionnaires
y
15 Negotiating access to study participants in applied NHS settings
16 Setting up a data file
y
17 Conducting statistical data analysis using SPSS
y
18 Choosing appropriate statistical analyses
y
19 Preparing quantitative data for analysis
y
20 Choosing appropriate quantitative data analysis
y
21 Summarising results in figures and tables
y
1 22 Conducting semi-structured interviews
y
23 Transcribing and analysing interview data using qualitative methods
y
24 Choosing appropriate qualitative analyses
y
25 Interpreting results from quantitative and qualitative data analysis
y
26 Presenting research findings in a variety of contexts
y
27 Producing a written report on a research project
y
28 Defending own research decisions and analyses
y
29 Submitting research reports for publication in peer-reviewed journals or edited 
book y
30 Applying research findings to clinical practice
y
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ABSTRACT
Assertive Outreach is the favoured model of service delivery for people with 
severe and enduring mental health problems who have a history of high service 
use and difficulties engaging with services. In the US, Assertive Community 
Treatment (ACT) has been implemented with a high level of success. In the UK, 
however, its efficacy remains in doubt. One reason put fonA/ard for the failure to 
see significant effects in UK practice is a lack of programme fidelity. This study 
explored the fidelity to ACT of an Assertive Outreach team using the 
recommended measure, the Dartmouth Assertive Community Treatment Scale 
(DACTS).
Staff from an Assertive Outreach team were interviewed and service records 
reviewed to complete the DACTS. Scores were compared to the criteria for ACT.
The service met criteria for ACT on the brief scale DACTS, but not on the full 
scale DACTS. While the brief scale DACTS is considered as valid as the full 
scale, this raises the question of how ACT is defined. Essential ingredients of the 
model are not yet defined to all people’s liking and future research into this area 
might be important to service development. The service studied could be used 
as a site to explore these aspects given its high fidelity.
NOTE: The terms Assertive Community Treatment and Assertive Outreach are 
used interchangeably throughout this report. ACT is the favoured term for this 
approach in the US, whereas in the UK it has been called Assertive Outreach. 
Both models, however, prescribe to the same tenets.
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Assertive Outreach team who gave their time to be interviewed. The details of 
this research project will be presented to the Assertive Outreach team in early 
2007.
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INTRODUCTION
Since the 1960s, there has been a move away from institutional care for people 
with mental health problems. This was driven, in part, by the publications of 
Barton (1959) and Goffman (1960). Their reports suggested that institutional 
care for people could cause as many problems as their mental health problems. 
These authors suggested that hospital care was disempowering for people and 
removed their individuality and spirit.
Since the 1980s and 1990s, there has been a shift from hospital care to care in 
the community, with Assertive Outreach becoming the favoured model for people 
with severe and enduring mental health problems, and the recommended service 
for people with psychosis (Lehman & Steinwachs, 1998). The NHS Plan 
(Department of Health, 2000) recommended that 220 Assertive Outreach Teams 
should be operating by 2003 in the UK. 270 teams had been established by April 
2004 (Kent & Burns, 2005).
What is Assertive Outreach?
Community treatment for people with mental health problems is not a new 
concept, and had been used in Europe since at least the 1930s (Querido, 1968: 
cited in Burns & Firn, 2005). The origins of Assertive Outreach, however, stem 
from the work of Stein and Test (1980). Originally named Training in Community 
Living (TCL), it was a response to US media criticism of the discharge and 
subsequent failure to follow up people with severe and enduring mental health 
problems in the community. As the name implies, TCL focused on teaching skills 
to live in the community for people with severe and enduring mental health 
problems rather than focusing on symptom reduction. The programme included 
training in activities of daily living, stabilising housing, crisis resolution, and 
medication adherence. At the end of a year-long trial, hospital admissions were 
reduced along with cost of care (Weisbrod et al., 1980). The end of the trial also
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coincided with the withdrawal of funding for the programme. A 14-month follow- 
up revealed that all benefits were lost, and led to Stein and Test renaming their 
model Programme in Assertive Community Treatment (PACT), to emphasise that 
simple one-off, time limited training programmes were not enough, and that 
treatment should be intensive and ongoing.
This led to the development of a number of PACT services being developed in 
the USA, and studies to evaluate the service suggested that benefits included 
lower hospitalisation rates, improved quality of life, and higher community 
integration (Mueser ef a/., 1998; Drake etal., 1998). Assertive Community 
Treatment was characterised by a multi-disciplinary approach, low staff to client 
ratios, high frequency of contact within the service user’s own environment, 
evidence-based practice, and time unlimited services (Sainsbury Centre for 
Mental Health, 2001).
Soon Europe and Australia began to implement Assertive Community Treatment, 
renamed Assertive Outreach Teams, for people with chronic mental health 
problems; UK studies, however, have failed to replicate the US findings (e.g., 
Burns et al., 2002; Martin et al., 2005; Killaspy et al., 2006). Various reasons for 
these divergent results have been put forward, including a lack of fidelity to UK 
models.
Fidelity
Fidelity refers to the degree to which an evidence based practice is implemented 
as intended (Burns & Firn, 2000). Fidelity can be assessed on what prescribed 
elements of the model are included.
Criticisms of UK Assertive Outreach models have included a lack of model fidelity 
(Marshall & Creed, 2000). Low fidelity has been recognised as one of the
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obstacles to replication of US studies in the UK, and given credence by studies 
such as McHugo et al. (1999).
Aims
This study attempts to evaluate fidelity of an established Assertive Outreach 
service using the recommended fidelity scale.
METHOD
Setting
Data were collected from an Assertive Outreach service in Surrey. The service 
provides support for 41 service users with a primary diagnosis of psychosis, a 
history of high use of services, and difficulty with engagement. It is served by a 
multidisciplinary team including Psychiatrists, Clinical Psychologists, Nurses, 
Social Workers, and Support Workers.
Participants
Staff members of the Assertive Outreach Team were interviewed. Staff 
consisted of: 1 Service Manger, 3 Heads of Division, 3 Psychiatrists, 3 Clinical 
Psychologists, 4 Community Psychiatric Nurses, 3 Social Workers, and 2 
Support Workers. Data were also collected from the depot clinics. All those 
asked to participate did so.
Measures
Fidelity to the model was assessed using the Dartmouth Assertive Community 
Treatment Scale (DACTS: Teague et al., 1998) (see Appendix 1). The Evidence
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Based Practice Project recommends the use of the DACTS to assess fidelity of 
the model (Philips etal., 2001).
The DACTS was derived from literature describing Assertive Outreach, previous 
work on fidelity, and expert opinion, and has good reliability (a = 0.92: Teague et 
al., 1998; c.f. Winter & Calsyn, 2000). Originally a 26-item scale, two further 
items, programme size and role of consumer on team were added. In line with 
Teague et al. (1998) and Salyers et al. (2003) these items were excluded from 
analysis. Further analysis produced a brief 20-item version with items with a 
correlation lower than 0.4 removed. The removed items included: practicing 
team leader, staffing levels, substance abuse and vocational specialist on the 
team, and a policy to close no cases (denoted by grey shading in Appendix 1). 
The DACTS covers three domains: structure and human resources, 
organisational boundaries, and nature of services. Structure and human 
resources looks at case load size, team communication, and continuity of staff. 
Organisational boundaries assess responsibility for care, referral procedures, and 
out-of-hours services. Nature of services assesses engagement strategies, and 
frequency and location of contact.
Each item is rated on a 5-point scale ranging from 1 (not implemented) to 5 (fully 
implemented). The total score is calculated and then averaged. Teague etal. 
(1998) suggest the scoring system summarised in table 1 for fidelity to Assertive 
Community Treatment (ACT), distinguishing it from Intensive Case Management 
(ICM), and a control group (CTRL), or standard (US) treatment.
Table 1: Fidelity Criteria
ACT ICM CTRL
Full Scale (26-item) DACTS (mean score) 4.01 3.52 2.38
Brief Scale (20-item) DACTS (mean score) 4.17 3.51 2.31
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Salyers et al. (2003) found that the brief scale DACTS was more attainable for 
most services than the full scale version while at the same time continuing to 
equally distinguish between ACT, ICM, and control, i.e., the brief scale is as valid 
as the full scale.
A second questionnaire was specifically designed to record clinical staffs 
contacts with service users over a one-week period (see Appendix 2), and the 
interventions offered and received over a one-year period (see Appendix 3).
Procedure
Collection of the required data for the DACTS was in three stages: interviews, 
self-report, and review of records. Interviews were conducted with the service 
manager and heads of division to evaluate the service-related dimensions of the 
DACTS during September 2006. Data concerning frequency and locus of 
contact for the period 4 September 2006 to 8 September 2006, and interventions 
received and offered between September 2005 and September 2006, were 
collected from all practicing team members by a specifically designed self-report 
questionnaire. Referral trends were collected from a review of the referrals 
records for the past year, and depot clinic contacts for this period were also 
reviewed.
RESULTS
Table 2 summarises the scores on the full-scale DACTS. The mean score was 
3.80, falling short of the recommended criteria for Assertive Community 
Treatment (4.01 : Teague at a/., 1998). A total of 39.29% of responses were 
marked as 5.
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Table 2: Scores from the Full Scale (26-item) DACTS
Structure and Human Resources
Small Case Load 4
Shared Caseload 4
Programme Meetings 4
Practicing Team Leader 3
Continuity of Staff 5
Staff Capacity 3
Psychiatrist on Team 5
Nurse on Staff 5
Substance Abuse Specialist on Staff 1
Vocational Specialist on Staff 1
Organisational Boundaries
Explicit Admission Criteria 5
Intake Rate 4
Full Responsibility for Treatment Services 5
Responsibility for Crisis Services 4
Responsibility for Hospital Admissions 5
Responsibility for Hospital Discharge Planning 5
No Time Limit on Services 5
Nature of Services
In Vivo Service 5
No Dropout Policy 5
Assertive Engagement Measures 5
Intensity of Services 3
Frequency of Contact 3
Work within Support System 1
Individualised Substance Abuse Treatment 1
Dual Disorder Treatment Group 4
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Dual Disorders Model
MEAN TOTAL 3.80
Table 3 summarises the total scores of each of the three dimensions of the full 
scale DACTS. The scores equate to 70% fidelity for structure and human 
resources, 94.29% for organisational boundaries, and 68.89% for nature of 
services.
Table 3: Summary of scores for each DACTS domain (full scale)
Structure and Human Resources 35/50
Organisational Boundaries 33/35
Nature of Services 31/45
Table 4 summarises the scores for the brief DACTS scale, with a mean of 4.47, 
above the recommended 4.17 for ACT, with 50% of responses rated as 5.
Table 4: Scores from the brief (20-item) DACTS
Structure and Human Resources
Small Case Load 4
Shared Caseload 4
Programme Meetings 4
Continuity of Staff 5
Psychiatrist on Team 5
Nurse on Staff 5
Organisational Boundaries
Explicit Admission Criteria 5
Intake Rate 4
Full Responsibility for Treatment Services 5
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Responsibility for Crisis Services 4
Responsibility for Hospital Admissions 5
Responsibility for Hospital Discharge Planning 5
Nature of Services
In Vivo Service 5
No Dropout Policy 5
Assertive Engagement Measures 5
Intensity of Services 3
Frequency of Contact 3
Work within Support System 1
Dual Disorder Treatment Group 4
Dual Disorders Model 4
MEAN TOTAL 4.47
Table 5 summarises the total scores of each of the three dimensions of the brief 
scale DACTS. These figures equate to 90% fidelity for structure and human 
resources, 93.33% fidelity for organisational boundaries, and 75% fidelity for 
nature of services.
Table 5: Summary of scores for each DACTS domain (brief scale)
Structure and Human Resources 27/30
Organisational Boundaries 28/30
Nature of Services 30/40
Analysis of individual items of the DACTS data revealed that 30 of the 41 service 
users (73%) were seen by more than one member of staff (i.e., shared case 
load), and they were seen at least twice per week. Staff turnover was less than 
20%, and the programme operated at between 65 -  79% full staffing.
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The service employed explicit referral criteria, and had a relatively small intake 
rate ( 7 -9  per month). The service provided full responsibility for treatment, 
including responsibility for crisis resolution out-of-hours, although not 24-hour, 
and for hospital admissions and discharges. Services were provided without time 
limit where needed.
At least 80% of contacts were provided in the service users’ own environment, 
and the service met the DACTS criteria of at least 95% of service users retained 
within the service using assertive engagement techniques (in practice, all service 
users were retained using assertive outreach techniques). Service users 
received, on average, 73 minutes of contact per week, with an average of 2.64 
visits per week. An average of 0.5 contacts were made to the service users’ 
support system each week. Dual disorders treatment groups were provided to 
between 35 and 49% of service users, using non-confrontational models.
Chart 1 summarises the interventions received or offered to service users. 
Interventions were based upon the NICE guidelines for the treatment of non- 
affective psychosis (National Institute of Clinical Excellence, 2002). Medication 
management was the most offered and received intervention, and this was 
supported by psychosocial interventions and practical help in day to day living, as 
well as psychoeducation around psychosis. Cognitive Behavioural Therapy, 
counselling, and healthy living (e.g., advice on diet and exercise). The ‘other’ 
interventions received were carer/staff support. Mental Health Act assessment, 
anger management, and help with alcohol problems.
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DISCUSSION
An Assertive Outreach Team was studied for fidelity to the model. The results 
show that the service failed to meet the criteria for Assertive Outreach using the 
full scale DACTS, but fell between an Intensive Case Management team and an 
Assertive Outreach team. On the brief scale DACTS, however, the service 
exceeded the criteria for Assertive Outreach. The service has acceptable case 
load size, staffing levels, and team meetings. It has explicit referral criteria, high 
responsibility of care, and provision of out of hours crisis resolution by telephone, 
and uses reasonably frequent, community-based assertive engagement 
techniques.
Organisational boundaries, such as responsibility for care, referral procedures, 
and out-of-hours services, were highest in fidelity, followed by structure and
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human resources, including case load size, team communication, and continuity 
of staff. Nature of services, including strategies, and frequency and location of 
contact, was the least adhered to aspect of fidelity.
The intervention strategies used were in accordance to evidence-based practice, 
as defined by the NICE guidelines (National Institute of Clinical Excellence, 
2002). Medication management and monitoring were the most frequent 
intervention, one of the criteria for an Assertive Outreach team. This was 
complimented by a the use of psychosocial interventions, such as counselling 
and Cognitive Behavioural Therapy, and support in community integration, such 
as help with finances and education or employment, healthy living, and activities 
of daily living. Low fidelity on the nature of services domain of the DACTS was a 
result of lower hours and frequency of contact, and less work within the service 
user’s support systems (e.g., families and employers).
These results suggest that, depending on criteria used for evaluating fidelity, the 
service fell just short of full fidelity to an Assertive Outreach model, or exceeded 
the criteria. This highlights the problems faced by fidelity measures for Assertive 
Outreach.
Given the high fidelity of the service on the brief scale, this allows the service to 
be evaluated further, and also justifies future funding for the service.
Limitations
This study was informed by a ‘snapshot’ of a one-week period in an Assertive 
Outreach service. Longitudinal studies may best provide an accurate picture of 
the service, although this study serves to justify future research. This study also 
relied on retrospective accounts of contacts and interventions from staff as no 
records were kept for all staff activity.
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The final DACTS score was calculated on the mean of the responses from 
service heads. These responses varied, highlighting Winter and Calsyn’s (2000) 
claim that the scale lacks inter-rater reliability due to the subjective nature of 
rating what constitutes Assertive Outreach.
This study also calls into question the validity of the recommended measure of 
fidelity, the DACTS. High fidelity was achieved using the brief scale DACTS but 
not the full scale. Salyers et al. (2003) found that this version had equal 
discriminative validity as the full scale. They suggest different solutions to the 
assessment of fidelity to an Assertive Outreach team that differ from Teague and 
colleagues suggested marking criteria, but which still effectively discriminate 
Assertive Outreach from other forms of service delivery. For example, they found 
that items scoring 4 on the DACTS also discriminated between ACT and ICM.
The response rate of items scoring 4 or higher on the brief scale in this study was 
85%. They conclude that, despite these problems, the scale is useful in 
assessing fidelity and justifying service funding.
Some of the items removed for the brief scale, such as specialists on the team 
and no close policy, however, have long been considered essential ingredients. 
The DACTS is based, in part, on ‘expert opinion.' Burns and Firn (2005) believe 
that experts in the field are likely to be advocates of such a service, and as such 
have much to gain for propagating their chosen model of service delivery. They 
also believe that these experts are bound by an uncritical allegiance to Stein and 
Test’s original model, despite the fact that little empirical evidence exists to define 
the essential ingredients of the Assertive Outreach model.
Assertive Outreach services are complex interventions according to Campbell et 
al. (2000), as they include several components. The MRC (Medical Research 
Council, 2000) suggests that complex interventions are not best served by the 
‘gold standard’ of research, the randomised controlled trial, the research 
paradigm that has been employed in many studies into Assertive Outreach. The
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lack of model fidelity, often cited as a reason for failure of an Assertive Outreach 
team, would constitute a failure at level one of the proposed research guidelines 
published by the MRC, i.e., failure at the modelling stage to define the active 
ingredients of the intervention. This raises doubts about the validity of the 
DACTS. Several authors (e.g., Salyers et al., 2003) believe that the active 
ingredients of Assertive Outreach have not yet been defined. Until such time, it 
may not be possible to produce fidelity measures for the model. The authors of 
the DACTS have not been able to agree on what items are most definitive of 
Assertive Outreach, and the measure has been criticised by some for its poor 
psychometric qualities (e.g.. Winter & Calsyn, 2000; Salyers etal., 2003; Burns & 
Firn, 2005).
In the UK, Community Mental Health Teams (CMHTs) have been in place for 
some time. Many of the principles of Assertive Outreach existed in these teams 
before the introduction of Assertive Outreach to the UK. In the US, prior to 
Assertive Community Treatment, community care consisted of just psychiatric 
outpatient clinics. When these standard models were compared to the Assertive 
Community Treatment model, significant benefits were recognised. In the UK, 
however, the same results were not found, possibly because the CMHTs already 
employed many of the Assertive Outreach tenets (Burns et al., 2002). This 
raises doubts about the suitability of control groups when assessing fidelity.
Conclusions
At present, the DACTS remains the most suitable tool for evaluating fidelity to an 
Assertive Outreach team. Although its validity remains in question, it provides a 
way of defining acceptable levels of fidelity (Salyers et al., 2003).
The Assertive Outreach service under study shows high fidelity when assessed 
using the brief scale DACTS, but not with the full scale. This raises the issue of 
what components are actually necessary for an Assertive Outreach team. Given
133
the high fidelity of the service on the brief scale, this allows the service to be 
evaluated further with the aim of teasing out the essential, active ingredients of 
Assertive Outreach.
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Appendix 1
The Dartmouth Assertive Community Treatment Scale
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Dartmouth Assertive Community Treatment 
Fidelity Scale (DACTS)
Gregory B. Teague, Gary R. Bond, & Robert
E. Drake
(1998)
This was originally a 26-item scale derived from literature describing Assertive 
Community Treatment (ACT), previous work on fidelity, and expert opinion. It 
is scored on a scale ranging from 1 to 5, with 5 being the highest. After 
analysis, a further 2 items were added, giving a total of 28. A brief version 
was then constructed, omitting those items with a correlation of 0.4 or less.
Below is the mean average score for each version of the DACTS for ACT, 
Intensive Case Management (ICM), and a control group (CTRL):
ACT ICM CTRL
Full Scale (26-item) 4.01 3.52 2.38
Brief Scale (20-item) 4.17 3.51 2.31
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1. structure and Human Resources
1a. Small caseload
Client to staff ratio of 10:1
1 2 3 4 5
50:1 or more 35:1 -49:1 21:1-34:1 11:1 -20:1 10:1 or less
1b. Shared caseload
Provider group functions as a team rather than individual practitioners. 
Clinicians know and work with all clients
1 2 3 4 5
Fewer than 
10% clients 
with multiple 
staff face-to- 
face contacts 
in reporting 2- 
week period
10-36% 37 -  63% 64 - 89% 90% or more 
clients have 
face-to-face 
contact with > 
1 staff
member in 2 
weeks
1c. Programme meeting
Programme meets frequently to plan, review services for each client
1 2 3 4 5
Program 
service- 
planning for 
each client 
usually 
occurs 
once/month 
or less 
frequently
At least 
twice/month 
but less often 
than
once/week
At least 
once/week 
but less often 
than
twice/week
At least 
twice/week 
but less often 
than 4 
times/week
Program 
meets at 
least 4 
days/week 
and reviews 
each client 
each time, 
even if only 
briefly
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1d. Practicing team leader
Supervisor of front-line clinicians provides direct service
1 . 4 5
Supervisor 
provides no 
services
Supervisor 
provides 
services on 
 ^rare;:,
occasions as 
backup
Supervisor 
provides 
services 
routinely as 
backup, or 
less than 
25% of the 
time
Supervisor 
normally 
provides 
services 
between 25% 
and 50% time
Supervisor 
provides 
services at 
least 50% 
time
1 e. Continuity of staff
Programme maintains same staffing over time
1 2 3 4 5
Greater than 
80% turnover 
in 2 years
60-80% 
turnover in 2 
years
40-59% 
turnover in 2 
years
20-39% 
turnover in 2 
years
Less than 
20% turnover 
in 2 years
1f. Staff capacity
Programme operates at full staffing
1 . 3 : 4 5
Program has 
operated at 
less than 
50% of 
staffing in 
past 12 
months
50-64% 65-79% 80-94% Program has 
operated at 
95% or more 
of full staffing 
in past 12 
months
1g. Psychiatrist on staff
At least one full-time psychiatrist per 100 clients assigned to the team
1 2 3 4 5
Program for 
100 clients 
has less than 
.10 PTE 
regular 
psychiatrist
.10-.39 PTE 
per 100 
clients
.40-.69 PTE 
per 100 
clients
.70-.99 PTE 
per 100 
clients
At least one
full-time
psychiatrist is
assigned
directly to a
100-client
program
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1h. Nurse on staff
Two or more full-time nurses per 100 clients
1 2 3 4 5
Program for 
100 clients 
has less than 
.20 PTE 
regular nurse
.20-.79 PTE 
per 100 
clients
.80-1.39 PTE 
per 100 
clients
1.40-1.99 
PTE per 100 
clients
Two full-time 
nurses or 
more are 
members of a 
100-client 
program
1 i. Substance abuse specialist on staff
Two or more with one year training/clinical experience in substance 
abuse treatment
1 2 3 4 5
Program 
has less 
than .20 
PTE S/A 
expertise 
per 100 
clients
.20-.79 PTE 
per 100 
clients
.80-1.39 
PTE per 100 
clients
1.40-1.99 
PTE per 100 
clients
Two PTEs or more 
with 1 year S/A 
training or 
supervised S/A 
experience
1j. Vocational specialist on staff
Two or more with one year training/experience in vocational 
rehabilitation/support
:: 4 5
Program 
has less 
than .20 
PTE
vocational 
expertise 
per 100 
clients
.20-.79 PTE 
per 100 
clients
.80-1.39 
PTE per 100 
clients
1.40-1.99 
PTE per 100 
clients
Two PTEs or more 
with 1 year voc. 
rehab training or 
supervised VR 
experience
1k. Programme size
Sufficient absolute size to provide consistently the necessary staff 
diversity and coverage
1 2 3 4 5
Program has 
fewer than 
2.5 PTE staff
2 .5 -4 .9  PTE 5.0 - 7.4 PTE 7.5-9.9 Program has 
at least 10 
PTE staff
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2. Organisational Boundaries
2a. Explicit admission criteria
Clearly identified mission to serve a particular population; measurable, 
operationally defined criteria to screen out inappropriate referrals
1 2 3 4 5
Program has 
no set criteria 
and takes all 
types of 
cases as 
determined 
outside the 
program
Program has 
a generally 
defined 
mission but 
the admission 
process is 
dominated by 
organisational 
convenience
The program 
makes an 
effort to seek 
and select a 
defined set of 
clients but 
accepts most 
referrals
Program 
typically 
actively seeks 
and screens 
referrals 
carefully but 
occasionally 
bows to 
organisational 
pressure
The program
actively
recruits a
defined
population
and all cases
comply with
explicit
admission
criteria
2b. Intake rate
Takes clients in at a low rate to maintain a stable service environment
1 2 3 4 5
Highest 
monthly 
intake rate in 
the last 6 
months = 
greater than 
15 clients/ 
month
13-15 10-12 7 - 9 Highest 
monthly 
intake rate in 
the last 6 
months no 
greater than 
6 clients/ 
month
2c. Full responsibility for treatment services
As well as case management/psychiatric services programme directly 
provides counselling/psychotherapy, housing support, substance 
abuse treatment, employment and rehabilitative services
1 2 3 4 5
Program 
provides no 
more than 
case
management
services
Program 
provides one 
of five 
additional 
services and 
refers
externally for 
others
Program 
provides two 
of five 
additional 
services and 
refers
externally for 
others
Program 
provides 
three or four 
of five 
additional 
services and 
refers
externally for 
others
Program 
provides all 
five of these 
services to 
clients
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2d. Responsibility for crisis services
Twenty-four-hour coverage of psychiatric crises
1 2 3 4 5
Program has 
no
responsibility 
for handling 
crises after 
hours
Emergency 
service has 
program­
generated 
protocol for 
program 
clients
Program is 
available by 
telephone, 
predominantly 
in consulting 
role
Program 
provides 
emergency 
service 
backup; e.g., 
program is 
called, makes 
decision 
about need 
for direct 
program 
involvement
Program 
provides 24- 
hour
coverage
2e. Responsibility for hospital admissions
Programme is involved in hospital admissions
1 2 3 4 5
Program has 
involvement 
in fewer than 
5% decisions 
to hospitalise
Team is 
involved in 
5% -34% of 
admissions
Team is 
involved in 
35% - 64% of 
admissions
Team is 
involved in 
65% - 94% of 
admissions
Team is 
involved in 
95% or more 
admissions
2f. Responsibility for hospital discharge planning
Programme is involved in planning hospital discharges
1 2 3 4 5
Program has 
involvement 
in fewer than 
5% of 
hospital 
discharges
5% - 34% of
program
client
discharges 
are planned 
jointly with 
the program
35 - 64% of
program
client
discharges 
are planned 
jointly with 
the program
65 - 94% of
program
client
discharges 
are planned 
jointly with 
the program
95% or more 
discharges 
are planned 
jointly with 
the program
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2g. No time limit on services
Programme closes no cases, remains point of contact for all clients as 
needed
1 4 5
More than 
90% of 
clients are 
expected to 
be
discharged 
within 1 year
From 38-90% 
of clients are 
expected to
discharged 
within 1 year
From 18-37% 
of clients are 
expected to 
be
discharged 
within 1 year
From 5-17% 
of clients are 
expected to 
be
discharged 
within 1 year
All clients are 
served on a 
time- 
unlimited 
basis, with 
fewer than 
5% expected 
to graduate 
annually
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3. Nature of Services
3a. In vivo services
Programme monitors status, develops community living skills in 
community rather than the office
1 2 3 4 5
Less than 
20% of face- 
to-face 
contacts in 
community
20 - 39% in 
community
40 - 59% in 
community
60 - 79% in 
community
80% of total 
face-to-face 
contacts in 
community
3b. No-dropout policy
Programme engages & retains clients at a mutually satisfactory level
1 2 3 4 5
Less than 
50% of the 
caseload is 
retained over 
a 12-month 
period
50- 64% 65 - 79% 80 - 94% 95% or more 
of caseload is 
retained over 
a 12-month 
period
3c. Assertive engagement measures
Uses street outreach, plus legal mechanisms (for example, 
representative payees, probation/parole, OP commitment) as indicated
1 2 3 4 5
Program 
passive in 
recruitment 
and re­
engagement; 
almost never 
uses street 
outreach 
legal
mechanisms
Program 
makes initial 
attempts to 
engage but 
generally 
focuses 
efforts on 
most 
motivated 
clients
Program 
attempts 
outreach and 
uses legal 
mechanisms 
only as 
convenient
Program 
usually has 
plan for 
engagement 
and uses 
most of the 
mechanisms 
that are 
available
Program
demonstrates
consistently
well-thought-
out strategies
and uses
street
outreach and 
legal
mechanisms
whenever
appropriate
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3d. Intensity of services
High total amount of service time as needed
1 2 3 4 5
Average of 
less than 15 
min/week or 
less of face- 
to-face 
contact per 
client
15-49  
minutes / 
week
5 0 -8 4  
minutes / 
week
85-119 
minutes / 
week
Average of 2 
hours/week 
or more of 
face-to-face 
contact per 
client
3e. Frequency of contact
High number of service contacts, as needed
1 2 3 4 5
Average of 
less than 1 
face-to-face 
contact / 
week or 
fewer per 
client
1 - 2 / week 2 - 3 / week 3 - 4 / week Average of 4 
or more face- 
to-face 
contacts / 
week per 
client
3f. Work with support system
With or without the client present, programme provides support/skills 
for client’s support network: families, landlords, employers, etc
1 2 3 4 5
Less than .5 
contact per 
month per 
client with 
support 
system
.5-1 contact 
per month 
per client with 
support 
system in the 
community
1-2 contact 
per month 
per client with 
support 
system in the 
community
2-3 contacts 
per months 
per client with 
support 
system in the 
community
Four or more 
contacts per 
month per 
client with 
support 
system in the 
community
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3g. Individualised substance abuse treatment
One programme member provides direct treatment and substance 
abuse treatment for clients with substance abuse disorders 24+ 
minutes per week)
1 2 3 4 5
No direct, The team While the Some formal Clients with
individualised variably team individualised substance
substance addresses integrates SA treatment use disorders
abuse SA concerns some is offered; spend, on
treatment is with clients; substance clients with average, 24
provided by no formal. abuse substance minutes /
the team individualised treatment into use disorders week or more
SA treatment regular client spend less in formal
provided contact, they than 24 substance
provide no minutes/week abuse
formal. in such treatment
individualised treatment
SA treatment
3h. Dual disorder treatment groups
Group modalities used as treatment strategy for clients with substance 
abuse disorders
1 2 3 4 5
Fewer than 5 -1 9 % 20 - 34% 35 - 49% 50% or more
5% of the of the clients
clients with with
substance substance
use disorders use disorders
attend at attend at
least one least one
substance substance
abuse abuse
treatment treatment
group group
meeting meeting
during a during a
month month
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3i. Dual disorders model
Uses a stage-wise treatment model that is non-confrontational, follows 
behavioural principles, considers interactions of mental illness and 
substance abuse, and has gradual expectations o f abstinence
1 2 3 4 5
Program fully Program Program uses Program Program fully
based on uses primarily mixed model: uses based in DD
traditional traditional e.g., DD primarily DD treatment
model: model: e.g.. principles in model: e.g.. principles.
confrontation; refers to AA; treatment DD principles with
mandated uses inpatient plans; refers in treatment treatment
abstinence; detox & clients to plans; provided by
higher power, rehabilitation; persuasion persuasion program staff
etc. recognizes groups; uses and active
need for hospitalisation treatment
persuasion of for groups; rarely
clients in rehabilitation; hospitalise
denial or who refers to AA, for rehab or
don't fit AA NA detox except 
for medical 
necessity; 
refers out 
some s/a 
treatment
3j. Role of consumers on team
Clients are involved as team members providing direct services
1 2 3 4 5
Consumers 
have no 
involvement 
in service 
provision in 
relation to 
the program
Consumer(s) 
fill consumer- 
specific 
service roles 
with respect 
to program 
(e.g., self- 
help)
Consumer(s) 
work part-time 
in case- 
management 
roles with 
reduced 
responsibilities
Consumer(s) 
work full-time 
in case 
management 
roles with 
reduced 
responsibilities
Consumer(s)
are
employed 
full-time as 
clinicians 
(e.g., case 
managers) 
with full 
professional 
status
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Appendix 2
Service User Contacts
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Name:
Profession:
CLIENT
NAME
Care Co­
ordinated:
CO
Face
to
Face
(+
length
of
time)
Other:
Telephone 
(+ length 
of time)
MTACTS IN PAST WE EK
Attempted Carer
(+
length
of
time)
Other
(e.g.,
landlord,
employer,
etc.)
Place
Seen
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Appendix 3
Service User Interventions
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Interventions in the Past Year
Client:
Intervention Received Offered
Psychoeducation
Informal CBT
Structured CBT
Relapse Plan in Place
Relapse Prevention
Informal Family Support
Structured Family Intervention
Review of Accommodation
Management of Finances
Vocational Assessment
Support in Education/Employment
Facilitating Clients at Meetings
Counselling/Informal Support for Client
Medication Management (inch motivational 
Interviewing)
Medication Monitoring
Activities of Daily Living Skills Development
Carer Assessment
Healthy Living
Physical Health
Other (please state)
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Qualitative Research Project Abstract
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Introduction: Maslow (1969) is best known for his hierarchical theory of 
motivation and the concept of self actualisation. Self actualisation was a 
human height that anyone could potentially achieve. He described these 
moments as peak experiences. This study looked at intense personal 
experiences in therapy to assess whether such moments met Maslow’s 
criteria for peak experiences.
Method: Six qualified clinical or counselling psychologists were interviewed 
with a semi-structured, self-designed assessment based on Maslow’s 
description of peak experiences. Each interview took approximately 40 
minutes to complete. The data was analysed using Interpretative 
Phenomenological Analysis (IPA). An interpretative team identified initial 
interpretations, connections, contradictions, and themes in the narratives.
Results: Four themes emerged: connection, where the therapist described 
intense experiences arising from a connection with the client; intense 
emotions, such as love and joy for, or pain and suffering with, a client; 
change, where therapy had been altered by intense experiences, or a change 
in the self awareness of the therapist; and faith, such as the belief in the 
“boundless possibilities of people.”
Conclusion: Some of Maslow’s characteristics of peak experiences were 
evident, but many were not. For many participants, the experiences were not 
always good, absolute, passive, or free of conflict or anxiety. It is possible 
these peak experiences were not found because psychologists used a 
different language to the transpersonal language of Maslow.
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ABSTRACT
Introduction:
Research has suggested that criminal offending behaviour is more prevalent 
in people with a learning disability than in the general population. The 
reasons for this have been less well researched. In the general population, 
problems with executive functioning have been posited as a reason for 
criminal activity. Recent research has suggested that several measures of 
executive functioning are valid for use with a learning disability population.
This study explored the effect of executive functioning deficits on offending in 
people with a learning disability.
Method:
A total of 50 people with a learning disability were recruited from residential 
services in south London, half of whom had a history of offending. They were 
matched on age, gender, IQ, and psychiatric diagnosis, and compared on four 
tests of executive functioning -  the Colour Trails Test, the Action Programme 
subtest of the BADS, the COWAT, and the Hayling Sentence Completion test.
Results:
Results found that there was a significant difference in performance between 
offenders and non-offenders on only one of these tests, the Hayling Sentence 
Completion test (Z = -2.424, p = 0.015). Offenders tended to be male, and a 
high percentage had a psychiatric diagnosis, with the most common diagnosis 
being psychosis.
Divergent validity was established for the Colour Trails Test, the Action 
Programme subtest of the BADS, and the Hayling Sentence Completion test, 
though not for the COWAT.
Normative data for performance on the tests of executive functioning were 
presented for people with a teaming disability.
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Conclusion:
This result was discussed in terms of Gottfredson and Hirschi’s (1990) 
general theory of crime. Offenders with a learning disability show deficits in 
the effective performance component of executive functioning. When 
confronted with a decision to apply moral rules to their behaviour or not, they 
may be more inclined to follow the latter pattern of behaviour. This failure to 
self regulate in certain situations may be responsible for offending behaviour 
in this population.
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1. INTRODUCTION
Several researchers (e.g., Hodgins, 1992; Herrnstein & Murray, 1994) have 
reported a disproportionate number of people with a Learning Disability (LD) 
committing crimes. Few studies have looked at the possible reasons for this 
except to link them retrospectively to factors such as low socioeconomic 
status and mental health problems.
In the general population, low socioeconomic status and mental health 
problems have been studied as factors in offending, but there is a growing 
amount of literature on the contribution of deficits in executive functioning, or 
dysexecutive syndrome, to offending behaviour. This study examines 
executive functioning in people with an LD, and asks if Learning Disabled 
Offenders (LDOs) experience dysexecutive syndrome.
First, a definition of LD and executive functioning will be outlined, followed by 
a review of the literature on prevalence of offending in an LD population. 
Finally, a review of the characteristics of offenders with and without LD will be 
discussed, and how these characteristics may be associated with deficits in 
executive functioning.
1,1. Definition of Learning Disability
There are three core features for a diagnosis of LD in the DSM-IV-TR 
(American Psychiatric Association, 2000) and the ICD-10 (World Health 
Organisation, 1992):
• Significant impairment in intellectual functioning
• Significant impairment of adaptive/social functioning
• Age of onset before adulthood
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A person’s Intelligence Quotient (IQ) has been used to further classify people 
with an LD (American Psychiatric Association, 2000; World Health 
Organisation, 1992):
• Mild Leaming Disability -  IQ 50 -  70
• Moderate Learning Disability -  IQ 35 -  50
• Severe Learning Disability -  IQ 25 -  35
• Profound Learning Disability -  IQ below 20
The British Psychological Society (BPS) has recently updated these 
classification systems (British Psychological Society, 2000):
• Significant Impairment of Intellectual Functioning -  IQ 55 -  69
• Severe Impairment of Intellectual Functioning -  IQ 55 and below
A diagnosis of LD should not be made solely on a person’s IQ level. Both age 
of onset and social and adaptive functioning should also be taken into 
account. The criteria for diagnosis should be evident before adulthood, and 
not acquired later through accident or illness. Also, the person should show 
difficulties in everyday functioning, such as money management, travelling, 
self care, and keeping safe. The BPS further classifies people with an LD by 
the level of support they require: intermittent or limited support, indicating 
significant impairment of adaptive and/or social functioning, and extensive or 
pervasive support, indicating a severe impairment of adaptive and/or social 
functioning. In the UK, the prevalence rate of LD is 2.5% (Valuing People: 
Department of Health, 2001).
1.2. Executive Functioning
Executive functioning is conceptualised as a neurological process that is 
situated in the frontal lobes of the brain. It controls higher cognitive functions 
that allow us to monitor and adapt our behaviour to changing situations, or to
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allow a person to “anticipate, understand, and to be held accountable for the 
consequences of one’s actions” (Callahan, 2001, p. 87).
The frontal lobes make up 30% of the cortical area (Goldman-Rakic, 1984). 
They are, evolutionary, the most recent brain development, and are one of the 
last areas to develop to full maturity (Sohlberg & Mateer, 2001). The size of 
the frontal lobes, in comparison to other animals, has been cited as the 
reason for human beings’ higher cognitive abilities (Stuss & Benson, 1986).
The functions of the frontal lobes are referred to as executive functions, as 
this area of the brain acts as an ‘executive’ over the functioning of other areas 
of the brain (Burgess, 2003). The frontal lobes have more connections to 
other areas of the brain, and communicate with the temporal, parietal, and 
occipital lobes, as well as the limbic system (Sohlberg & Mateer, 2001). 
Although the performance of even the simplest tasks requires the brain to 
work as a system (Alderman & Burgess, 2003), many authors report findings 
of certain areas being more necessary for particular tasks than others.
Executive functioning is seen as necessary for appropriate, socially 
responsible behaviour, and damage to frontal lobes may result in 
inappropriate and hazardous behaviour. Problems with executive functioning, 
or dysexecutive syndrome, may result in a number of difficulties including 
planning problems, impulsivity, disinhibition, aggression, and antisocial 
behaviour (Alderman & Burgess, 2003). People with frontal lobe damage may 
show a number of such problems, which tend to occur in clusters (Burgess, 
2003). Dysexecutive syndrome may be so subtle that it may go undetected in 
everyday life by others. The general cognitive functioning of individuals with 
dysexecutive syndrome may allow them to complete routine, well practiced 
tasks. Problems may become apparent only in novel situations (Shallice & 
Burgess, 1991).
In practice, it is difficult to say what constitutes ‘good’ executive functioning 
(Callahan, 2001), and the term ‘dysexecutive syndrome’ is misleading as it 
suggests a particular pattern of symptoms need to be observed to warrant the
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diagnosis (Burgess, 2003). In reality, any disorder involving the frontal lobes 
is referred to as dysexecutive syndrome.
Executive functioning capabilities develop over the life span, with 
improvements from childhood to adolescence, and a decline during aging 
(Zelazo et a/., 2004; Paul at a/., 2005). There is also some evidence to 
suggest that executive functioning capability is better in females than in males 
(Niemeier at a/., 2007). Females show a higher cortical complexity than 
males: while male brains are in general larger than female brains, the cortical 
folding in females is denser, which may account for the findings that executive 
functioning is better developed in females (Luders at a/., 2004). This may be 
understood in terms of latéralisation, where female's frontal lobes tend to be 
functionally similar, whereas male’s frontal lobes tend to be functionally 
different across the hemispheres (Goldberg, 2001), therefore in females each 
hemisphere may be capable of taking over the functions of the other 
hemisphere if damaged.
Executive functioning is not seen as one single system. Lezak (1995) has 
identified four components of executive functioning. Others have used 
different names but the basic factors remain similar. Lezak’s four components 
are: volition, planning, purposive action, and effective performance.
Volition:
Volition concerns the individual’s capacity for intentional behaviour. It is 
required to formulate a goal or intention. Motivation and the ability to initiate 
behaviour are necessary requirements.
Planning:
Planning involves the identification and sequencing of steps to resolve a 
problem, the development of a strategy, the ability to look ahead and conceive 
altematives, as well as sustain attention.
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Purposive Action:
Purposive action allows intention to be transformed into productive activity. 
Purposive action requires the ability to initiate, maintain, change, and stop a 
sequence of behaviour.
Effective Performance:
Effective performance allows for quality control, enabling an individual to 
monitor his/her behaviour and self correct errors in response to the 
environment. The need to inhibit behavioural responses is also required.
It has been noted that some of these factors may overlap with others 
(Callahan, 2001), however they are useful in categorising distinct functions of 
the frontal lobes.
Only recently has an attempt been made to measure executive functioning in 
people with LD. There are few validated measures for use with an LD 
population in general, and it had been assumed that executive functioning 
tests could not differentiate between LD and dysexecutive syndrome. Henry 
et ai. (unpublished), and others, however, found that this is not the case, and 
have identified several assessments that can be used with people with LD.
1.3. Prevalence Studies
Many studies have reported an increased prevalence of LDOs in the general 
population, in the Criminal Justice System (CJS), and in LD services.
1.3.1, Totai Population Studies
In a total population study. West and Farrington conducted a longitudinal 
study of working class London boys, born in 1953, with a total of 411 
participants (West & Farrington, 1973; Farrington & West, 1993; Farrington, 
1995). A total of 30% of the sample were convicted of a criminal offence, and 
these people were more likely to have a low IQ level. They concluded that
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low IQ was a significant predictor of offending behaviour, although it is unclear 
how many had an IQ below 70, i.e., met diagnostic criteria for an LD.
In another total population study of 300,000 people born in Denmark between 
1944 and 1947, the risk of offending behaviour for males with an LD was 6.9 
times greater than for the general population, and 5.5 times greater for 
females (Hodgins et al., 1996). Other researchers report similar findings, 
suggesting that LD is a factor in offending (e.g., Hodgins, 1992; Herrnstein & 
Murray, 1994; Crocker & Hodgins, 1997).
1.3.2. CriminalJustice System Studies
The percentage of people with an LD in samples of police suspects is also 
high, as in the total population studies. In a UK study, Gudjonsson et al. 
(1993) found that 8.9% of a police station sample had an IQ lower than 70.
In a sample of 5,749 people held in the UK as police suspects, 96% reported 
reading and writing difficulties, 45% considered themselves to have an LD, 
40% had attended a special education school, and a further 13% reported a 
co-morbid mental health problem (Barron et al., 2002). Whilst no validated 
measure of IQ or LD was used, it might be assumed that many of these 
people would meet LD criteria.
1.3.3. LD Service Studies
The prevalence rate of LDOs in LD services is also elevated. In a study of 
1,326 adults in receipt of LD services, 0.8% were serving a custodial 
sentence, 2.9% had been convicted of an offence at some stage in their lives, 
9.7% had had contact with the CJS but had not been convicted, and 26% had 
behavioural problems of such an extent that they could be viewed as 
offending (McBrien etal., 2003). In a similar study, 13% of people receiving 
LD services were categorised as being offenders, and again, the incidence of 
behavioural problems was even higher (Vaughan et ai., 2000). A third study 
discovered a similar prevalence rate of offending in two LD services -  9% had
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had contact with the CJS within the past year (McNulty et al., 1995). 
Furthermore, the rates of re-offending appear to be higher in people with an 
LD (Cockram, 2005). In a comparison with other services, LD services had 
the greatest rate of offenders (13%) when compared to generic mental health 
services (7%), drug and alcohol services (3%), and probation services (7.5%) 
(Vaughan etal., 2000).
1.3.4. Conclusion
Most prevalence studies reveal a higher proportion of people with an LD 
commit offences (although there are some findings that contradict this, e.g., 
Simpson & Hogg, 2001a), although there are some criticisms of this approach 
to determining the level of offending in LD populations. For example, Murphy 
and Mason (2007) suggest that people with an LD may be more likely to be 
caught committing an offence, less adept at covering up their offence, or more 
visible or vulnerable to arrest. It might be that low IQ is associated with 
offending, or there could be another factor that mediates this relationship. In 
the next section, other factors that might be responsible for this relationship 
will be explored.
1.4. Theories on Causes of Offending
Given that there is some evidence to suggest that the rate of offending is high 
in an LD population, it raises the question of why this should be. Various 
theories have been put forward for the cause of criminal offending in the 
general population, but few have been posited for people with an LD.
There have been several theories of offending in the general population, 
including the idea that low socioeconomic status and mental health problems 
are factors in offending. It has also been suggested that problems with 
executive functioning may be a factor in offending. In the following section, 
the literature on executive functioning problems in offenders with and without 
an LD will be reviewed. Some of the other theories of offending will then be 
reviewed in relation to executive functioning deficits.
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1.4.1. Executive Functioning and Offending
There has been a substantial amount of research trying to Identify 
neurological dysfunction in offenders. The prevalence rate for neurological 
dysfunction in the general population is around 1% to 2%, however in 
offenders the rate is between 10% and 67% (Miller, 2002). Much of the 
neurological evidence suggests that this association is stronger for violent 
crimes: in one sample of offenders, 84% showed some sign of neurological 
dysfunction, mainly situated in the frontal lobes, and 75% of this sample was 
convicted of murder or violent offences (Blake et ai., 1995).
An influential theory of criminal behaviour was proposed by Gottfredson and 
Hirschi (1990), who suggested that such behaviour was due to poor self- 
control caused by executive functioning deficits. They posited that a lack of 
self control was due to ineffective child rearing, where the absence of 
discipline led to impulsivity, insensitivity, and risk taking. They proposed that 
these characteristics had a tendency to occur together, and were the primary 
cause of offending.
Wikstrom and Treiber (2007) evaluated this theory and suggested one 
modification to the concept of self control. They argued that Gottfredson and 
Hirschi had considered self control an individual trait, when it is best 
conceptualised as a situational factor. The authors suggest that an 
individual’s ability to exercise self control was due to an interaction between 
the person’s executive functioning capabilities and the situation. Successful 
self control is due to the inhibition of immoral behaviours in particular 
circumstances, therefore it requires an ability to self regulate one’s behaviour 
in accordance with the setting in which the individual finds him/herself 
(Wikstrom & Treiber, 2007).
Later studies of the characteristics of offenders supported the idea that 
dysexecutive syndrome may predispose someone to offend. Offenders are 
more likely to act on impulse, have difficulties with social interactions, and
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have a disregard for moral obligations (Gillberg, 1995), i.e., a lack of self 
control. They may also have difficulties with attention, adapting to change, 
and making appropriate decisions (Soderstrom Anckarsater, 2005). Some 
have suggested that dysexecutive syndrome is a good predictor of adult 
offending (Soderstrom Anckarsater, 2005)
Studies have suggested that dysexecutive syndrome may predispose boys to 
physically aggressive behaviour, with the deficit increasing as the aggressive 
behaviour increases (Séguin etal., 1995). Dysexecutive syndrome has also 
been noted to be more associated with criminality than with disorders that 
have been associated with problems with executive functioning, even when IQ 
is taken into account (Morgan & Lilienfeld, 2000).
In adult offenders, several studies have suggested that performance on tests 
of executive functioning is significantly below that of non-offenders (e.g., 
Gorenstein, 1982; White etal., 1994; Morgan & Lilienfeld, 2000). In severe 
offenders, murderers have been found to show reduced frontal lobe activity 
using brain imaging techniques (Raine etal., 1997).
Although most research looking at dysexecutive syndrome in offenders has 
involved violent offenders, the findings appear to hold true for offenders of 
less serious crimes as well. Recurrent criminal offenders of non-serious 
crimes (mainly property damage) performed worse on a test of executive 
functioning (the Behavioural Assessment of Dysexecutive Syndrome; Wilson 
etal., 1996) when compared to non-offenders (Barbosa & Monteiro, 2008).
1.4.2. Executive Functioning and Offenders with a Learning Disabiiity
Childhood onset neuropsychiatrie disorders, including dysexecutive 
syndrome, such as Attention Deficit Hyperactivity Disorder, autistic spectrum 
disorders, tic disorders, and LD, have been associated with criminal activity in 
later life (Mawson etal., 1985; Wolff & Cull, 1985; Baron-Cohen, 1988; 
Soderstrom Anckarsater, 2005). Problems with executive functioning have 
been noted to predispose people to criminal behaviour (Cloninger etal..
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1993), and furthermore, executive functioning may be more likely to be 
compromised in people with LD (Jaroszewski, 1997).
Studies of LDOs have suggested that it is not LD perse that is associated 
with offending, but difficulties with impulse control, inhibition of aggression, 
compulsion, social interaction difficulties, and a disregard for moral rules 
(Soderstrom Anckarsater, 2005; Williams, 2007), which might be explained in 
terms of Gottfredson and Hirschi’s (1990) theory. These traits, among others, 
appear to be shared with non-LD offenders (Simpson & Hogg, 2001b). If 
impulsivity is a factor in LD offending, it may be informative to look at the 
characteristics of LDOs, and their patterns of offending.
1.4.3. Characteristics of Offenders with a Learning Disability
The characteristics of LDOs appear to differ somewhat from the non-LD 
offender population. Whereas the age of first offence for non-LD offenders 
tends to diminish from the age of fifteen, the rate remains steady for LDOs 
between the ages of fifteen and eighteen, and then drops sharply to 
approximately the same levels as non-LD offenders (Hodgins, 1992). Of 
those who go on to offend in adulthood, 25% have had contact with child 
services for behavioural or learning problems (Day, 1988). In general, the 
rate of offending decreases with increasing age: 40% of LDOs were between 
the ages of 21 and 35, and 29% were aged between 35 and 50 years of age 
(Kearns & O’Connor, 1988). Again, this may be explained in terms of 
executive functioning. The frontal lobes, and hence executive functioning 
skills, are the latest skills to develop in human beings (Sohlberg & Mateer, 
2001). As LD is considered as a delay in development, it is possible that 
these skills develop later in people with an LD, hence the later peak age of 
offending in this population.
In line with research on offenders without an LD (see Feder et al., 2007), the 
majority of offences among LDOs are committed by males (Kearns & 
O’Connor, 1988; Sanson & Cumella, 1995; Lyall etal., 1995; Ho, 1996; Winter 
etal., 1997). There is, however, little research into female LDOs. Noble and
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Conley (1992) report that 8 -12%  of LDOs in US prisons were female. 
Women LDO offences tended to be for sexual misdemeanours (prostitution) 
and property offences (Day, 1993). In the Lindsay etal. (2004a) study, a rate 
of 9% of female LDOs was noted, a figure that compares with rates of female 
non-LD offenders. They tended to be around six to nine years younger than 
their male counterparts, 71.5% of the offences involved aggression, and 66% 
also had a psychiatric diagnosis. It has also been noted that female LDOs are 
less likely to commit offences against the person (Kearns & O'Connor, 1988). 
This may be explained by some research that suggests that frontal lobe 
development, hence executive functioning, is slower to develop in males than 
females (Szeszko etal., 2003).
Of interest is the finding that, although males tend to offend more, females are 
more likely to re-offend. In an LD sample of people who had been registered 
for at least one offence in the past 30 years, 50% were males compared to 
10% who were females (Hodgins, 1992). The risk of re-offending in this 
sample was 3.12 times higher than male non-LDOs, and 3.73 times higher 
than female non-LDOs.
Another significant factor in future offending is a history of behavioural 
problems, although it should be noted that there is a high rate of behavioural 
problems, or ‘challenging behaviour’ in this population (Simpson & Hogg, 
2001b). This, again, could be seen as a problem with impulsivity, and hence 
executive functioning deficits. Of 72 people with an LD who had offended, 63 
had a history of behavioural problems (Lund, 1990). Crocker and Hodgins 
(1997) found that conduct problems predicted offending up to the age of thirty. 
Other researchers have also found that behavioural problems precede 
offending: Day (1988) found that 17 of 20 LDOs also had a history of 
behavioural problems dating back to childhood. Lyall et al. (1995) found four 
out of five LDOs had a history of behavioural problems, and Mabile (1982) 
found that just over 66% of LDOs exhibited challenging behaviour in 
childhood.
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Unemployment also appears to be a predictor of offending, with 88% of first 
time LDOs being out of work, rising to 96.1% for a second offence, and 100% 
for subsequent offences (Klimecki et al., 1994). Another study found rates of 
unemployment were 67% for LDOs compared to 41% for non-offenders with 
an LD (Winter et al., 1997). People with an LD tend to come from lower 
socio-economic groups, are more likely to be unemployed, and single 
(Lindsay et al., 2004b). Problems with executive functioning have been noted 
as being highly correlated with subsequent unemployment (Crepeau & 
Scherzer, 1993). These results reflect similar findings in non-LD offenders 
(Murphy etal., 1995).
There is a body of research that suggests a link between poverty, social 
deprivation, and crime, and these factors are also associated with LD (Murphy 
& Mason, 2007) as well as dysexecutive syndrome (Lezak, 1995). In a study 
focusing on three areas of Los Angeles, Schuerman and Kobrin (1986) found 
that crime reduced in socially and economically improving areas over a period 
of twenty years, crime increased in areas with increasing deprivation, and 
crime remained stable in areas of no change. Crime rates were associated 
with houses with multiple residents, black and minority ethnic groups, 
unattached and single parent families, and greater deprivation. These 
findings were reproduced by McDonald (1986).
In line with studies of non-LD offenders, socio-economic status appears to 
play a role in offending. In a study by Day (1988), 100% of LDOs were from a 
low socio-economic background. In a regression analysis, socio-economic 
status was a significant predictor of criminal offending, although not for 
behavioural problems, with 79% of LDOs from a low socio-economic 
background, compared to 46% of non-offending people with an LD (Lund,
1990). It also appears that the lower the socio-economic background of a 
person, the more likely they are to offend; 75% of LDOs were from a very 
poor background, 21% from a low to middle socio-economic background, and 
4% from a middle socio-economic background (Mabile, 1982). It should be 
noted, however, that people with an LD are more likely to experience adverse 
life situations (Holland etal., 2002).
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Although there is a growing body of evidence that implicates low socio­
economic status with criminal offending, this again may be difficult to explain 
by simple reductionism, and discrepancies in the research have been noted. 
For example, Herrnstein and Murray (1994) surprisingly found that socio­
economic status does not have a significant mediating effect on offending: the 
higher the socio-economic status, the more self-reported crime, although it 
could be that the participants were better at evading detection.
As noted previously, accommodation status, related to socio-economic status, 
may also have an effect on future offending. In one study, 13 out of 17 LDOs 
were homeless, compared to none of the non-offender group (Winter et al.,
1997), however in another study it was found that 68.3% of LDOs were in 
stable accommodation, 21.7% in transient accommodation, and 10% were 
living in institutions (Klimecki et a!., 1994). One clear finding is that there is a 
negative correlation between living in staffed accommodation and offending 
(Simpson & Hogg, 2001b). It is possible that the increased input and support 
of staff is equivalent to others ‘providing’ executive functioning, or frontal lobe 
activity, for the individual.
1.4.4. Patterns of Offending in Offenders with a Learning Disability
Various studies have looked at the pattems of offending in people with an LD, 
such as the type of offences committed. Many of these types of study 
suggest that criminal behaviour of LDOs differs from that of the general 
population. LDO crimes appear to be impulsive, spontaneous, and 
unplanned, as opposed to the more thought-out crimes of the general 
population. Given that planning and impulsivity are a function of the frontal 
lobes, it raises the question whether dysexecutive syndrome could be 
responsible for at least some of the offending behaviour in people with an LD.
Fire setting and sex offences have traditionally been associated with LDOs 
(Barron et ai., 2002). Day (1994) found that sex offences were more common 
in LDOs than the general offender population, as well as arson (Day, 1993).
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These findings were supported by Lund (1990). Povey et al. (1997) found 
that 7% of an LDO sample had committed a sexual offence. The prevalence 
of sex offences in this group could be four to six times higher that non-LD 
offenders (Hawk eta!., 1993; Day, 1994). This may be because sexual 
expression and sexual needs within this population are often neglected, 
leading to ‘unsophisticated’ attempts to form relationships (Barron et a/., 
2002). This may also be explained in terms of executive functioning and its 
importance in appropriate social behaviour (Alderman & Burgess, 2003).
Other studies have found different offending behaviour in LDOs. Hodgins 
(1992) found that theft was most common, followed by traffic offences and 
violent offences. In another study comparing LDOs with non-LD offenders, 
sexual offences, robbery, and criminal damage were more common in the 
LDO sample, whereas assault, drug offences, and armed robbery were more 
common in the non-LDO sample (Murphy et a/., 1995).
Other studies have found that the most common offences for LDOs were: 
theft and physical assault (Klimecki et a/., 1994), property damage and 
physical assault (Ho, 1996), sexual offences and physical assault (Kershaw & 
Renshaw, 1997), and physical and verbal assault (Taylor, 2002). These could 
be seen as crimes of impulse, which could reflect deficits in executive 
functioning. More thought out, considered crimes, such as burglary, robbery, 
theft, handling stolen goods, fraud/forgery, and drug offences, were more 
common in non-LD offenders (Hodgins, 1992).
After reviewing the evidence, Simpson and Hogg (2001a) concluded that, 
although people with an LD are no more or less likely to offend than the 
general population, their pattems of offending differ. LDO offending is more 
likely to be impulsive, with higher rates of sexual offences, criminal damage, 
and theft, whereas non-LD offenders are more likely to commit planned 
offences, such as murder and armed robbery. This finding could reflect a 
deficit in executive functioning in LDOs, where they act on impulse rather than 
planning a criminal act.
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Although the pattems of offending in LDOs differ from the pattern in the 
general offender population, these studies do not reveal why this may be. In 
the next section, some of the theories of offending will be reviewed in relation 
to dysexecutive syndrome.
1.4.5. Mental Health Problems, Offending, and Relationship to Executive 
Functioning Deficits
There has been much research into the link between mental health problems 
and offending (for example, see Smith & O’Brien, 2004). Several authors 
have noted that mental health problems are common in offenders (e.g.. Smith 
& O’Brien, 2004). A review of this literature is beyond the scope of this paper, 
therefore the focus will be on possible executive functioning deficits in this 
population.
Many mental health problems have been associated with executive 
functioning deficits, with some authors suggesting that they should be 
categorised as disorders of dysexecutive syndrome (e.g., Goldberg, 2001). 
Research has found dysexecutive syndrome in schizophrenia (Bersani et ai, 
2003; Kerns et a i, 2008), depression (Veiel, 1997; Moritz et ai, 2002), and 
autism (Damasio & Maurer, 1978; McEvoy et ai, 1993).
1.4.6. Mental Health Problems and Offenders with a Learning Disability
While there has been research into mental health problems in LD, there has 
not been any research into the relationship between LD, mental health 
problems, and executive functioning.
Mental health problems are more common in the LD population than in the 
general population (Deb et ai, 2001). In a review of the literature. Turner 
(1989) suggests a prevalence rate for schizophrenia in people with an LD at 
between 1.3% and 3.7% (versus 0.4% to 0.6% in the general population: 
Goldner et ai, 2002). The prevalence rate for depression in the LD 
population has been noted as approximately 15% (Nezu et a i, 1995). In the
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general population, the prevalence rate has been estimated at between 0.9% 
and 9.4% (Djernes, 2006). This may reflect difficulties in the diagnosis of 
psychiatric disorders in people with an LD (Sturmey, 2007), and in particular 
the difficulty in diagnosing depression, which requires the ability to express 
intemal feelings (Einfeld & Tonge, 1999), and for the same reason, the 
difficulty in diagnosing schizophrenia, particularly in severe LD (Clarke, 2007).
The prevalence rate of mental health problems in LDOs may be even higher 
than in the LD population. Noriek and Grunfield (1998: cited in Smith & 
O’Brien, 2004) found that in a forensic sample, 25% of people with an LD also 
had a co-existing mental health problem. This seems to hold true particularly 
for sex offences. Day (1997) found that between 25% and 33% of people with 
LD who had committed a sexual offence also had a mental health problem, 
and Lindsay etal. (2002) found a similar rate for LD sexual offenders (32%). 
Smith et al. (2000) found a rate of 22% mental health problems in LDOs who 
had committed a sexual offence, assault, or aggressive behaviour, a rate that 
is seven times higher that in non-offending people with an LD.
Day (1988) found six of twenty LDOs had a psychiatric diagnosis, Thomas 
and Singh (1995) found five of twenty had a psychiatric diagnosis, and Lyall et 
al. (1995) found one out of five who had such a diagnosis. This represents 
around one quarter of offenders who also have a psychiatric diagnosis.
Other studies have found higher rates of mental health problems. Klimecki et 
al. (1994) found that 67.7% of LDOs also had a psychiatric diagnosis, rising to 
78.5% for second offenders. In a study of UK psychiatric units, 58 out of 90 
LDOs had a psychiatric diagnosis: thirty-nine had a diagnosis of personality 
disorder, thirteen were diagnosed with schizophrenia, three had an affective 
disorder, one had schizo-affective disorder, one had a ‘neurotic’ disorder, and 
one had conduct disorder. There are, however, studies that contradict these 
findings. Lund (1990) and Winter et al. (1997) found that psychiatric 
diagnoses in LDOs were low, or comparable to non-LD offenders
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1.4.7. Personality Disorder, Offending, and Relationship to Executive 
Functioning Deficits
As with mental health problems, deficits in executive functioning have also 
been found in people with a personality disorder (Diforio etal., 2000; Coolidge 
etal., 2004; Ruocco & Swirsky-Sacchetti 2007).
There is a large body of research that suggests that personality disorder, in 
particular antisocial personality disorder and psychopathy, are predisposing 
factors to future offending, especially violent offending (Hart & Hare, 1996; 
Lindsay et al., 2006). In fact, much of the research attention has focused on 
the ability of the diagnosis to predict future criminal and aggressive behaviour 
(Harris etal., 2003).
The DSM-IV-TR definition states that personality disorder is ‘an enduring 
pattern of inner experience and behaviour that deviates markedly from the 
expectations of the individual's culture and is manifested in at least two of the 
following areas: cognition, affectivity, interpersonal functioning or impulse 
control'. Furthermore, the enduring pattern is required to be ‘inflexible and 
pervasive,’ ‘stable and of long duration,’ have an ‘onset... (in) adolescence or 
early adulthood,’ and ‘lead to clinically significant distress or impairment in 
social, occupational, or other important areas of functioning’ (American 
Psychiatric Association, 2000, p. 686).
According to the DSM-IV-TR, the core feature of a diagnosis of antisocial 
personality disorder is ‘a pervasive pattern of disregard for, and violation of, 
the rights of others that begins in childhood or early adolescence and 
continues into adulthood’ (American Psychiatric Association, 2000, p. 701).
Psychopathy and anti-social personality disorder, seen by some authors (e.g., 
Soderstrom, 2003) as a specific disorder of empathy and social functioning, 
has been characterised by several authors by dysexecutive syndrome (e.g., 
Hiatt etal., 2004), and furthermore psychopathy has been associated with
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offending. Assessment tools for psychopathy, such as the Hare PCL-R (Hare,
1991) are associated with frontal lobe deficits (Hare & Neumann, 2006).
The prevalence rate for antisocial personality disorder is between two and 
three percent in the general population, but Moran (1999) found a prevalence 
rate of between forty and sixty percent in male prisoners. In another similar 
study, a prevalence rate of 46% was noted (Fazel & Danesh, 2002).
These findings seem to be consistent across countries. In Germany, the 
prevalence rate was 35.2% in a forensic sample, compared to 1.1% in the 
control group (Ullrich et al., 2001). In Sweden, the risk of re-offending in 
people with antisocial personality disorder was 4.8 times higher, and the risk 
of violent recidivism was 3.7 times higher compared to offenders without 
antisocial personality disorder (Hiscoke etal., 2003).
Thompson et al. (1997) found that 25% of people in a high security hospital in 
Scotland met the criteria for antisocial personality disorder, and Blackburn et 
al. (2003) found a rate of between 40% and 60% in a survey of three high 
security hospitals in the UK. The most common personality disorder was anti­
social personality disorder (30 -  43%), followed by borderline personality 
disorder (10 -13% ), narcissistic (2 -18% ), paranoid (8 -14% ), schizoid (7 -  
8%), and avoidant (5 -10% ) personality disorder.
In a review of studies, Brower and Price (2001) noted a strong association 
between frontal lobe dysfunction and aggression, antisocial behaviour, and 
criminality. Functional imaging of people diagnosed with antisocial personality 
disorder has suggested that there is a possible biological basis to the 
disorder. Magnetic Resonance Imaging (MR!) has found significant 
neurological anomalies in such people (Naryan et al., 2007). This may take 
the form of decreased volume of neurones in the frontal lobes (Raine et al., 
2000). Several studies have also noted neuropsychological deficits as 
revealed by poorer performance on tests of executive functioning in people 
with a diagnosis of psychopathy or antisocial personality disorder, and 
criminal offenders (e.g., Dinn & Harris, 2000; LaPierre etal., 1995).
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These findings, although quite robust, are not straight forward. Several 
authors have found that people with a diagnosis of psychopathy have 
performed as well as people without psychopathy (e.g., Brinkley et a/., 2005). 
One study has found that in offenders with psychopathy, lower scores on tests 
of executive functioning were associated with more involvement with the 
Criminal Justice System, whereas ‘successful’ offenders, i.e., those who did 
not get caught, showed higher scores (Bihrle & Laçasse, 2001). It may be 
that dysexecutive syndrome may result in less individual ability to evade 
detection. A similar point was made by Murphy and Mason (2007) in section 
1.3.4. conceming LDOs.
1.4.8. Personality Disorder and Offenders with a Learning Disability
Again, no research has focused on the relationship between LD, personality 
disorder, and executive functioning. As previously noted, the diagnosis of 
personality disorder is controversial in the general population, and even more 
so in the LD population.
Prevalence rates for personality disorder in people with an LD have ranged 
from a very low figure to a very high figure. Rates have been noted as 22% 
(Ballinger & Reid, 1987), 25.4% (Corbett, 1979), 27.1% (Eaton &
Menolascino, 1982), and 31% (Khan et a/., 1997). There are also some 
discrepancies in the prevalence rate of personality disorder in community and 
in-patient settings. Goldberg et al. (1995) suggest a rate of 57% personality 
disorder in an in-patient LD sample, and 91 % in a community-based sample, 
whereas Naik et al. (2002) quote a rate of 58% in in-patient LD and 7% in a 
community-based LD sample. Flynn et al. (2002) found that 92% of LD in­
patients had received a diagnosis of personality disorder, of which 39% were 
rated as severe.
In a forensic setting, 39.3% of individuals with an LD were diagnosed with at 
least one personality disorder (Lindsay et a/., 2006), with 22.1% having a 
diagnosis of anti-social personality disorder. When the authors looked solely
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at the high security cohort, that figure rose to 38.5%. As severity of 
personality disorder increased (as measured by the Hare PCL-R), so too did 
the risk of violent re-offending, although the risk of future sex offending 
decreased. The problems with a diagnosis of personality disorder in people 
with an LD were alleviated somewhat by intensive training and strict 
diagnostic criteria in this study.
1.5. Dysexecutive Syndrome in Offenders with a Learning Disability
Most studies to date have not looked at the reason that people with an LD 
may offend. Prevalence rates and characteristics of LDOs do not consider 
the cause of the behaviour, but instead attempt to retrospectively link the 
behaviour to certain characteristics that may be as common in non-offending 
populations. For example, not all people from low socioeconomic 
backgrounds go on to commit criminal offences, although there is a robust 
correlation between low socioeconomic status and offending.
Dysexecutive syndrome may be a factor in offending in the general 
population, but there has been no research into dysexecutive syndrome in 
LDOs. Until recently, the use of executive functioning tests had not been 
studied in people with an LD. Henry et al. (unpublished) assessed the validity 
of several neuropsychological tests in 63 people with an LD, including some 
tests of executive functioning. Very few neuropsychological assessments 
have normative data for an LD population, although many of these tests are 
appropriate to use in this population if consideration is given to attentional, 
physical, sensory, and motivational difficulties (Thompson, 2001). Henry etal. 
(unpublished) found that, although some subtests of the Behavioural 
Assessment of Dysexecutive Syndrome (BADS: Wilson et al., 1996) were 
found to be too complex for people with an LD, the Action Programme subtest 
was understood by the participants in their study, presumably due to the non­
verbal aspect of this test (Henry et al., unpublished). They also found that 
category fluency tests such as the Controlled Oral Word Association Test 
(COWAT: Benton & Hamsher, 1976) were a suitable test of executive 
functioning in people with an LD. Other researchers have found that the
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Hayling Sentence Completion test (Burgess & Shaliice, 1997), and the Colour 
Trails Test (D’Elia & Satz, 1989) are useful within this population (Bayliss & 
Roodenrys, 2000; Lezakefa/., 2004).
1.6. Aim of the Study
To Identify people with a diagnosis of LD in addition to a history of offending 
and compare them with a matched group of people with a diagnosis of LD 
without a history of offending on tests of executive functioning. Additionally, to 
provide evidence of validity of executive functioning tests in people with an 
LD, and provide normative data for this population.
1.7. Main Hypothesis
The main hypothesis of this study is that people with an LD who have 
offended will differ on tests of executive functioning when compared to people 
with an LD who have not offended. Differences will be evident on all four 
tests of executive functioning indicating equal deficits in all Lezak’s (1995) 
four factors. The null hypothesis is that people with an LD will not differ on 
tests of executive functioning when compared to people with an LD who have 
not offended.
1.8. Potential Benefits Arising from Study
Holland et al. (2002) suggest that current solutions to LDOs fail to treat the 
problem, resulting in a high rate of reoffending. Day (1993) has suggested 
that treatment programmes for LDOs should focus on assisting maturation, 
facilitating self control, improving self image, and promoting personal 
responsibility for moral behaviour, all of which are covered under the rubric of 
executive functioning.
Callahan (2001) outlines several successful interventions to improve 
executive functioning, which could also reduce the possibility of offending. 
These interventions could be modified for use in an LDO population.
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2. METHOD
2.1.1. Ethical Approval
Ethical approval for this study was gained from the Berkshire National 
Research Ethics Committee (reference number 08/H0505/46: see Appendices 
1 and 2), and local ethical approval was gained from Croydon PCT (reference 
number ReDA 278/C: see Appendix 3) and South London and Maudsley NHS 
Trust (reference number R&D2008/043: see Appendix 4). Ethical approval 
was also gained from the University of Surrey (reference number 
EC/2008/60/FAHS: see Appendix 5).
2.1.2. Ethical Considerations
All research has the potential to distress participants, particularly those with 
an LD. Not understanding the purpose of the research project can cause 
distress, therefore all participants were provided with information sheets in 
large print and using pictures to aid understanding. The participant's primary 
carer read through the information sheet to ensure that they understood the 
procedure. The participant’s primary carer also received an information 
sheet.
Involvement in a research project and assessment by a stranger can be 
distressing (see Verheggan etal., 1996). For this reason, all assessments 
were conducted in the comfort of the participant’s own home where possible, 
with their primary carer present if requested. In this way, their level of distress 
could be monitored by someone who knew them well, and was known to 
them. The participant’s clinician was also informed of their participation.
There were comfort breaks during assessment for refreshment.
Although the details of the person’s offending behaviour were not discussed 
during the assessment, half of the sample was aware that they were being 
assessed due to their offence. For this reason their primary carer was 
involved at the outset of the study to provide support.
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Because this study involved people with a history of offending, there was a 
small possibility of an offence being mentioned. Before assessment each 
participant was informed that the assessment would remain confidential 
unless during the course of assessment the participant disclosed something 
that could cause harm to themselves, others, or property, in which case their 
primary carer would be informed, if not present.
Support for any participant feeling distress due to involvement with this 
research project was provided by their primary carer. In addition, the 
participants were also made aware of the contact details of the NHS Patient 
Advisor Service if they required independent advice.
2.2. Design
Using a matched participants design, two groups of people who were in 
receipt of LD services were compared on tests of executive functioning. One 
group consisted of people with a history of offending, and the other group 
consisted of people without a history of offending. For the purpose of this 
study, an offence was considered any behaviour that would be deemed 
criminal, regardless of whether or not the person had been processed by the 
Criminal Justice System. This is because of the tendency for people with an 
LD to be diverted from the courts and into psychiatric settings (Grounds,
1992).
The two groups were matched on age, gender, IQ, and psychiatric diagnosis 
(if present). Diagnoses were made by psychiatrists involved in the 
participant's care. These factors have been seen to influence whether a 
person offends (Cockram, 2005; Lynam etal., 1993; Barron etal., 2002)
2.3. Setting
The study drew participants from residential homes served by Community 
Learning Disability Teams in south London. Several of these homes
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specialised in ‘difficult to manage’ residents, who had a history of offending. 
The field research supervisors identified potential sites, and letters were sent 
to the managers of the identified homes (see Appendix 6). A meeting was 
then arranged between the manager and the chief investigator to discuss the 
project, and information sheets were provided, which included the Research 
Proposal (see Appendix 7) outlining the purpose of the study, the Research 
Participant Information Sheet (see Appendix 8) explaining the study and what 
would be involved if the participant decided to take part (in an accessible form 
for people with a teaming disability), and the Carer’s Information Sheet (see 
Appendix 9) outlining how the collected data would be stored and used, giving 
contact numbers for independent advice if desired, and contact numbers for 
complaints.
2.4. Main Outcome Measures
As noted previously, executive functioning is not viewed as a single system, 
but an interconnected system with separate components collaborating on the 
solution to a problem. As such, four main outcome measures were used to 
assess the four components of executive functioning.
2.5. Measures
In an attempt to measure each aspect of executive functioning, participants 
were assessed using several tests. The Colour Trails Test (D’Elia & Satz, 
1989: see Appendix 11) was used to measure purposive action, due to the 
need to maintain and change a sequence of behaviours; the Action- 
Programme subtest of the Behavioural Assessment of Dysexecutive 
Syndrome (BADS: Wilson etal., 1996: see Appendix 12) was used to 
measure planning, due to the need to look ahead, develop a strategy, and 
conceive of altematives; the Controlled Oral Word Association Test 
(COWAT: Benton & Hamsher, 1976: see Appendix 13) was used to measure 
volition, due to the requirement of behavioural initiation with this test; and the 
Hayling Sentence Completion test (Burgess & Shaliice, 1997: see Appendix 
14) was used to measure effective performance, due to the need to self-
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regulate and inhibit one's behaviour in light of changing demands. These 
tests of executive functioning have been found to be valid when used with an 
LD population (Henry era/., unpublished; Bayliss & Roodenrys, 2000; Lezak 
et a/., 2004). In participants whose IQ was unknown, the Wechsler 
Abbreviated Scale of Intelligence (WASI: Wechsler, 1999a) was used for 
matching purposes (see Appendix 15).
Colour Trails Test:
The Colour Trails Test (CTT) (D’Elia & Satz, 1989) is a modification of the 
Trail Making Test (Spreen & Strauss, 1998) and was used to measure the 
purposive action factor in Lezak’s (1995) model. This modified version has 
been used with people with literacy problems because it minimises the 
influence of language (Lezak et al., 2004). The test is in two parts; in part 1 
(CTT 1), participants were presented with a sheet upon which are circles 
coloured either pink or yellow and numbered 1 to 25. They were asked to 
connect the numbers in numerical order. In part 2 (CTT 2), participants were 
presented with another sheet with two sets of coloured numbered circles from 
1 to 25, one set in pink and the other set in yellow. They were asked to 
connect the numbers 1 to 25 altemating between pink and yellow, ignoring the 
numbered circles of the other colour. A practice trial is included to ensure 
participants understand the task, as well as tests to assess the participant’s 
ability to count, and ability to distinguish between the colours pink and yellow.
The score for both CTT 1 and CTT 2 is the total length of time, in seconds, 
that the participant took to complete the task. A maximum time of 240 
seconds is allowed. Participants who took longer than this time were given 
the maximum score of 240 seconds, although they were allowed to continue 
and complete the task (see D’Elia et al., 1996 for full instructions). This 
assessment took approximately ten minutes to complete.
The trails tests are a good test of the ability to initiate and modify a plan of 
action (Gaudino etal., 1995) and require good impulse control to produce 
purposive action. Offenders who reported that they had difficulty in modifying 
their plan of action also scored poorly on part 2 of the Trail Making Test
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(Pontius & Yudowitz, 1980). Studies have also found that age, gender, and 
IQ affect performance: higher IQ and age were related to faster completion 
times, and females tended to complete the task quicker (Williams et a/.,
1995). The CTT has also been found to discriminate between neurological 
conditions. Attention Deficit Hyperactivity Disorder, and LD, particularly CTT 2 
(Williams et al., 1995), and has been recommended for use in an LD 
population (Lezak etal., 2004).
Test-retest reliability is 0.644 for Colour Trails 1 and 0.787 for Colour Trails 2. 
Convergent validity, measured with the standard Trail Making Test, is 0.408 
for Colour Trails 1 and 0.496 Colour Trails 2 (D'Elia etal. 1996).
Action-Programme subtest:
The Action-Programme subtest of the BADS (Wilson etal., 1996), originally 
developed by Klosowska (1976), presents a novel task to the participant that 
requires the development of a plan of action to solve a problem. It was used 
to measure the planning factor in Lezak’s (1995) model. Participants were 
required to remove a cork from a container using a variety of objects without 
touching the container with their hands.
Participants were presented with the equipment to perform this task: a 
container two-thirds full with water covered by a lid, a tube with a cork inside, 
a wire hook, a second smaller tube with a screw thread on one end, and a 
threaded cap. The correct sequence for the removal of the cork is in five 
stages: (1) use the wire hook to remove the lid from the container of water, (2) 
attach the screw cap to the second tube, (3) fill this container with water, (4) 
pour the water into the tube containing the cork, and (5) refill the second tube 
with water and pour into the tube containing the cork. If after two minutes the 
participant has not completed a stage, the investigator prompts them by 
showing how the stage is completed. The score is derived from the amount of 
unprompted completed stages. The maximum scaled score for this test 
ranges from zero to four (see Wilson et al., 1996 for full instructions). This 
assessment took approximately ten minutes to administer.
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This subtest of the BADS has good test-retest reliability (0.67) (Wilson etal.,
1996), although it is suggested that this type of reliability is unsuitable for this 
assessment due to a substantial practice effect because it is supposed to 
assess performance on a novel task (Chamberlain, 2003). Construct validity 
was good, with brain injured participants scoring significantly lower than a 
control group, and brain injured participants could be reliably identified from 
their scores on this test (Chamberlain, 2003). People with frontal lobe 
damage performed significantly worse on this test than controls (Klosowska,
1976). Henry et al. (unpublished) reported that this subtest of the BADS was 
the most understood subtest when used in an LD population.
The Controlled Cral Word Association Test (CCWAT):
For the COWAT (AKA Letter/Category fluency, FAS test) (Benton & Hamsher, 
1976), participants are asked to name as many words as they can, beginning 
with a particular letter in a limited period of time. It was used to measure the 
volition factor in Lezak’s (1995) model. Parker and Crawford (1992) 
recommended that a person’s intellectual ability should be considered when 
using this test. With this in mind, a modified version of this test, category 
fluency, was used, where participants were asked to name as many animals 
as they could. Category fluency is easier than letter fluency (Lezak et al., 
2004) and has been used in LD populations with good results (Henry etal., 
unpublished). The score is the total amount of animals named, excluding 
repeats, within one minute. This assessment took approximately one minute 
to complete.
This test assesses the participant’s thought organisation (Estes, 1974). 
Motivation and the ability to initiate behaviour are required to complete this 
task. The COWAT is sensitive to frontal lobe damage (Miceli etal., 1981), 
and furthermore, poor scores on the COWAT were a significant predictor of 
repeat offending (Spellacy and Brown, 1984). Test-retest reliability is 0.70 
(Ross, 2003), and its usefulness in assessing executive functioning in an LD 
population has been reported by Henry et al. (unpublished).
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Hayling Sentence Completion test:
The Hayling Sentence Completion test (Burgess & Shaliice, 1997) forms part 
of the larger test, the Hayling and Brixton test, and was used to measure the 
effective performance factor in Lezak’s (1995) model. Only the sentence 
completion subtest was used as this has been used in LD populations.
The Hayling Sentence Completion test requires the participant to initiate a 
response in part one, and suppress a response in part two, thus requiring 
them to monitor and regulate their behaviour. In the first part of the test, a 
series of fifteen sentences is read with the last word missing, and the 
participant is asked to give the word that correctly completes the sentence. In 
the second part of the test, they are read another series of fifteen sentences 
with the last word missing, but are asked to give a word that incorrectly 
completes the sentence. Two practice sentences are given for each part of 
the test to ensure participants understand the task.
For the first part, the total time taken to complete each sentence is summed, 
and converted to a scaled score (score A). For part two, the total time taken 
to complete each sentence is summed and converted to a scaled score (score 
B), then the amount of errors are summed and converted to a scaled score 
(score C). Finally, scores A, B, and C are totalled, and this is again converted 
into a scaled score, giving the overall score for this assessment (see Burgess 
& Shaliice, 1997 for full instructions). There is a maximum time limit of 60 
seconds for each question. In cases where participants are unable to answer 
any of the items, the maximum score of sixty seconds is recorded. This 
assessment took approximately 5 minutes to complete.
The Hayling Sentence Completion test shows good discriminatory validity 
between Attention Deficit Hyperactivity Disorder, LD, and non-impaired 
controls (Bayliss & Roodenrys, 2000), and the test-retest reliability is 0.62 
(Burgess & Shaliice, 1997). It is able to distinguish between people with 
frontal lobe lesions and people with lesions elsewhere in the brain (Burgess & 
Shaliice, 1997). Previous researchers have found that the test can be used in 
LD populations (e.g., Bayliss & Roodendrys, 2000).
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Wechsler Abbreviated Scale of Intelligence (WASI):
The WASI (Wechsler, 1999a) Is a brief test of cognitive ability yielding an IQ 
score equivalent to that obtained on the Wechsler Adult Intelligence Scale -  
Edition (WAIS-III). It consists of four subtests: Vocabulary, Similarities, 
Block Design, and Matrix Reasoning. All are similar in design to the tests 
used in the WAIS-III, but the stimuli are different. An IQ score can be 
obtained by administering all four subtests, which yields a Verbal IQ score, a 
Performance IQ score, and a Full Scale IQ score, or by administering two 
subtests (Vocabulary and Matrix Reasoning) to obtain a Full Scale IQ score.
The WASI was used where a participant did not have an IQ score recorded.
A short intelligence assessment was used because a full assessment using 
the Wechsler Assessment of Intelligence Scale III UK (WAIS-III UK: Wechsler, 
1999b) would have been time consuming, increasing the assessment time, 
which may have been detrimental to the study: retention of participants may 
have been difficult if the assessments were too long or conducted over 
several sessions. The WASI shows good convergent validity with the WAIS- 
III for most subtests, ranging from 0.76 to 0.88, and the 2 subtest and 4 
subtest WASI full scale IQ score was strongly correlated with the WAIS full 
scale IQ score (0.92 and 0.87 respectively) (Garland, 2005). The WASI was 
standardised on an English speaking U.S. adult population including people 
with an LD (n = 2245). It has been recommended for use when a quick 
estimate of intelligence is required for experimental matching purposes 
(Wechsler, 1999a). This assessment took approximately 20 minutes.
There have been suggestions that intelligence is related to executive 
functioning, because executive functioning skills would be required for most 
tasks due to the broad definition of such skills (Salthouse, 2005). Friedman 
et al. (2006), however, point out that people with damage to their frontal lobes 
often show deficits in executive functioning, such as planning and organising, 
but no deficit in general intelligence. Friedman et al. (2006) investigated the 
relationship between intelligence and three aspects of executive functioning -  
inhibiting, shifting, and updating. Updating was highly correlated to
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intelligence, but inhibiting and shifting were not. They concluded that current 
intelligence scales do not assess a wide range of executive functioning skills.
Background Information Form:
In addition to the above assessments, each participant's primary carer was 
asked to complete the Background Information form. This provided the 
participant with a unique identification number to ensure anonymity, and 
recorded the participant’s age, gender, ethnicity, IQ (if recorded), psychiatric 
diagnosis (if present), and offending behaviour (if present).
2.6. Participants
A total sample size of 54 was required to find a medium effect (G Power: Paul 
etal., 2007), 27 people with LD and a history of offending and 27 without a 
history of offending. The groups were matched on age, gender, IQ, and 
psychiatric diagnosis (if present). The information needed to match 
participants was gained from a review of their case notes by their primary 
carer and completion of the Background Information form (see Appendix 10).
2.6.1. Inclusion and Exclusion Critena
Inclusion Criteria
• IQ between 55 and 70 -  because rates of offending fall off dramatically 
in LD populations with IQs lower than 50 (Simpson & Hogg, 2001a)
• Aged 18 — 70
• Able to give informed consent
• English as a first language
Exclusion Criteria
• IQ lower than 55 or higher than 70
• Aged less than 18 or more than 70
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• Diagnosis of Attention Deficit Hyperactivity Disorder (due to pre­
existing executive functioning deficits -  see Swanson, 2003)
® Poorly controlled epilepsy
• Down’s Syndrome (due to pre-existing executive functioning deficits -  
see Rowe et ai, 2006)
• Current drug and/or alcohol abuse
• Unable to give informed consent
• People for whom English is not their first language -  due to the English 
language requirements of some of the assessments (COWAT, Hayling 
Sentence Completion, WASI)
The inclusion and exclusion criteria were taken from Henry et a i 
(unpublished) because this is the population for whom the tests of executive 
functioning were validated.
2.6.2. Recruitment
Participants were recruited from LD sites in south London. People with and 
without a history of offending were asked to participate in the study. LDOs 
were recruited first after identification by the field research supervisors familiar 
with the participant’s case history. This was necessary to collect the relevant 
data, such as age, gender, IQ, and psychiatric diagnosis, required for 
matching purposes. All of these participants had had some involvement with 
the CJS in the past, with four of the individuals having served a custodial 
sentence. After identification, the managers of the residential homes of these 
participants were approached, the study was explained to them, and 
information sheets outlining the study in detail were provided (as outlined in 
section 2.3). The managers were then asked for their opinion on whether the 
person would be an appropriate research participant, considering their 
motivational level and current mental state.
If the managers decided that the person was a suitable candidate for 
research, the potential participant was approached by the manager or their
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key worker, who had read the Information sheets. This was to ensure that the 
person approaching the potential participant was fully aware of why the 
research was being conducted and what the research involved. This has 
been suggested to increase participation in studies by people with an LD (see 
Becker et a/., 2008; Lennox et a/., 2005). The potential participant was 
provided with the Research Participant’s Information Sheet and given up to 
two weeks to decide whether or not to participate, although most participants 
decided before this time period had elapsed, often at the time of approach. In 
these cases, an appointment was made in the following two weeks, allowing 
the person time to reconsider and withdraw from the study if they wished.
During the recruitment of the LDOs, several non-offenders expressed a wish 
to be involved in the research. These people were assessed within two 
weeks with the aim of matching them with LDOs at a later date.
Non-offenders were recruited after identification by the field research 
supervisor or residential home manager. The same procedure for recruitment 
of LDOs was used, providing information sheets and giving participants two 
weeks to decide whether or not to participate.
Where possible, non-offenders with a recorded IQ level were recruited, 
however this was not possible in all cases as many of the participants did not 
have this information available. It was therefore not possible to match 
participants exactly on IQ levels, and so participants were matched within five 
IQ points. For the same reason, participants were also matched to within five 
years of age.
2.5.3. Actual Sample
It was not possible to collect data from 54 people for maximum power. For 
two LDOs, their manager or key worker felt that they would be inappropriate 
or too vulnerable to be included in the study. Additionally, three LDOs stated 
that they did not wish to participate, and one, who had agreed to participate, 
was subsequently difficult to contact and was therefore excluded. Of the non­
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offender group, a total of three did not wish to participate, and a further eight 
could not complete the assessments, and were therefore excluded. Five 
other non-offenders could not be matched on IQ to any of the LDOs, and were 
also excluded. Two participant’s IQ scores were above 70, and were 
therefore excluded from the study. In addition, five managers or service 
directors of residential homes declined to participate. Difficulties in accessing 
a large number of participants from an LD population have been noted as a 
significant barrier in the research of this population (Lennox et al., 2005).
A total of 50 participants were recruited to the study, 25 LDOs and 25 non­
offenders, from a total of 27 residential homes. Assessment was conducted 
in the participant’s own home for all but two individuals, who wished to be 
assessed at the LD service in the presence of a worker from the service who 
was involved in their case and trusted by the participant. In total, recruitment 
of LDOs took approximately four months, and recruitment of non-LDOs took 
approximately two months. Only one participant was referred by the South 
London and Maudsley sites, and 49 were referred by the Croydon site.
2.7. Procedure
Participants were read the Research Participant Consent Form (see Appendix
16) and were asked to sign their name if they agreed to participate. 
Participants were informed that they could withdraw from the study at any 
time and this would not affect the care they were receiving. The participant’s 
primary carer was also asked to sign the Carer’s Assent Form (see Appendix
17). Before assessment commenced, each participant was told that any 
information would be confidential unless something was mentioned that 
suggested they would commit an offence, in which case their primary carer 
would be informed, if not present.
Consenting participant’s details such as age, gender, IQ (if recorded), 
psychiatric diagnosis (if present), and offending history (if present) were 
recorded on the Background Information form for matching purposes, and 
each participant was given a unique identification number. Assessment using
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the four tests of Executive Functioning took place in the participant's own 
home (except for two participants, as outlined in section 2.6.3.) in a 
comfortable, private room to ensure there were no interruptions. The 
participant’s primary carer was present at the assessment if requested. There 
were comfort breaks during the assessments for refreshment to avoid testing 
fatigue. All of the collected data were anonymised using identification 
numbers rather than names, and data were stored on remote PC drives and 
password protected.
People with and without a history of offending were matched on age, gender, 
IQ, and psychiatric diagnosis. Each participant was assessed using the 
COWAT, Action-Programme subtest, the Colour Trails Test, and the Hayling 
Sentence Completion subtest. For those without a recorded IQ, they were 
also assessed with the WASI. All participants were assessed one time only, 
and the assessments took a total of approximately one hour to complete.
All participants received feedback on their results from the assessments (see 
Appendix 18). Feedback was also given to the participant’s primary carer if 
the participant consented to the information being shared (see Appendix 19).
2.8. Data Management
All participants were given a unique identification number at the beginning of 
the study, therefore no data was stored with the participant’s name. Data was 
stored on password protected PCs on remote drives. No data was stored on 
local drives. Where possible, data files were also password protected.
Details such as age, gender, ethnicity, IQ (if recorded), psychiatric diagnosis 
(if present), and offending history (if present) were collected anonymously on 
the Background Information form.
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3. RESULTS
A total of 50 people completed the executive functioning assessments, 
consisting of 25 offenders and 25 non-offenders. They were matched on the 
demographic variables age (within five years of each other), IQ (within 5 
points of each other), gender (exact match), and psychiatric diagnosis (exact 
match). Participants' demographic details and raw scores are shown in 
Appendices 20 and 21 respectively, and details of matching pairs’ 
demographics and raw scores are given in Appendices 22 and 23 
respectively.
3.1. Demographics
3.11 Gender and Ethnicity
Of the total sample, 42 (84%) were male and 8 (16%) were female (21 male 
offenders and 4 female offenders). Of the total sample, 38 (76%) were White 
British, 7 (14%) were Black British, and 5 (10%) were Indian.
3.1.2. Age
The mean age of the total sample was 46.48 (range 20 -  70, sd = 14.050). 
The mean age of offenders was 46.52 (range 23 -  70, sd = 13.815) and the 
mean age of non-offenders was 46.44 (range 20 -  70, sd = 14.566). The 
mean age for males was 45.76 (range 20 to 70, sd = 14.272), with a mean 
age of 46.05 (range 23 to 70, sd = 14.084) for male offenders, and a mean 
age of 45.48 (range 20 to 70, sd = 14.801) for male non-offenders. The mean 
age for females was 50.25 (range 35 to 66, sd = 13.014), with a mean age of 
49 (range 35 to 61, sd = 13.952) for female offenders, and a mean age of 
51.50 (range 39 to 66, sd = 14.012) for female non-offenders.
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3.1.3. Psychiatrie Diagnosis
A total of 24 (48%) had received a psychiatric diagnosis. These were: 
Psychosis (12), Autistic Spectrum Disorder (ASD) (6), Personality Disorder 
(PD) (4), and Depression (2). This data is represented in Chart 1.
52%
□  None
■  Psychosis
□  PD
□  ASD
■  Depression
Chart 1 : Psychiatric Diagnosis
3.1.4. intelligence Quotient
The total participants’ mean IQ was 59.98 (range 51 -  69, sd = 4.153) (Full 
Scale IQ). The mean average IQ score for males was 60.19 (range 53 -  69, 
sd = 4.056), and the mean average IQ score for females was 58.88 (range 51 
-  66, sd = 4.764). Although males scored, on average, higher for IQ, it should 
be noted that the total number of female participants was relatively low (8 
females versus 42 males).
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Tables 1 and 2 show the mean IQ and range across gender, age band, and 
psychiatric diagnosis.
Table 1: IQ by Age Range
MALE FEMALE
N IQ Range SD N IQ Range SD
Total 42 60.19 53-69 4.056 8 58.88 51-66 4.764
18-29 6 56.67 54-60 2.658 — — — —
30-39 11 60.73 55-64 4.158 3 59.67 58-62 2.082
40-49 8 60.88 55-64 3.182 1 57 — —
50-59 7 61.57 57-69 4.158 — — — —
60-70 10 60.20 53-66 4.290 4 58.75 51-66 6.946
IQ levels for both males and females tended to be similar across age ranges. 
The lowest male IQ level was recorded for the 18 to 29 year old age range, 
with the highest IQ level for the 50 to 59 year old age range. The highest 
female IQ was recorded in the 30 to 39 year old age range, with the lowest IQ 
level recorded for the 40 to 49 year old age range.
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Table 2: IQ by Psychiatric Diagnosis
Diagnosis N IQ Range SD
None 26 59.50 53-66 3.625
Psychosis 12 60.83 56-69 3.433
PD 4 59.75 57-63 2.500
ASD 6 57.67 51-66 5.922
Depression 2 68.50 68-69 0.707
IQ levels appear to be highest for participants diagnosed with depression, 
although this should be interpreted with caution due to the low number of 
participants with this diagnosis. The lowest IQ level was recorded for 
participants diagnosed with Autistic Spectrum Disorder, although again the 
total number of participants with this diagnosis was relatively low.
3.15. Offending Behaviour
The offending behaviour of participants were reduced to five categories: 
Physical Assault, including assault on police officers, attempted stabbing, and 
alcohol-related violence; Verbal Assault, including racial abuse; Theft, 
including shoplifting and stealing from other residents; Sexual (Contact), 
including indecent assault and sexual abuse of minors; Sexual (Non Contact), 
including stalking and inappropriate speech/behaviour; and Property Damage, 
including destruction of other's property and fire setting.
The offending behaviour of the 25 offenders is depicted in Chart 2. These 
behaviours consisted of: Physical Assault (N = 14,43%), Verbal Assault (N = 
5,15%), Theft (N = 6,18%), Sexual (Contact) (N = 3, 9%), Sexual (Non- 
Contact) (N = 2, 6%), and Property Damage (N = 3, 9%). Note that five 
participants had two recorded offending behaviours, and two participants had 
three recorded offending behaviours. Of these, one female with Autistic 
Spectrum Disorder and one male with a personality disorder had committed
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three offences, and two females, one with a personality disorder and one with 
no diagnosis, and three males, two with psychosis and one with Autistic 
Spectrum Disorder, had committed two offences.
%
=5; ■ . é  j
43%
15%
□  Physical Assault 
0  Verbal Assault
□  Theft
■  Sexual (Contact)
□  Sexual (Non 
Contact)
□  Property Damage
Chart 2: Offending Behaviour
The most common offences were Physical Assault and Theft, with the least 
common being Sexual Offences and Property Damage.
Table 3 shows the offence type of males and females.
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Table 3: Offence Type of Male and Female
OFFENCE MALE (N=21) FEMALE (N=4)
Physical Assault 12 (28.57%) 1 (25%)
Verbal Assault 4 (9.52%) 1 (25%)
Theft 3 (7.14%) 3 (75%)
Property Damage 2 (4.76%) 2 (50%)
Sexual (Contact) 2 (4.76%) 1 (25%)
Sexual (Non Contact) 2 (4.76%) —
Physical assault was the most common offence committed by males, followed 
by verbal assault, and then theft. For females, the most common offence was 
theft followed by property damage. There were, however, few female 
participants.
Table 4 shows the type of offence by age range, and Table 5 shows the type 
of offending by psychiatric diagnosis (note: some participants had more than 
one type of offending behaviour).
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Table 4: Offending Behaviour by Age Range
Age
Range
N PA VA T P S(C) S(N)
18-29 3
(3=M,
0=F)
2
(66.7%) — — — —
1
(33.3%)
30-39 7
(5=M,
2=F)
5
(71.4%)
1
(14.3%)
1
(14.3%)
2
(28.6%) — —
40-49 5
(5=M,
0=F)
1 (20%) 2 (40%) 1 (20%) — 1 (20%) —
50-59 4
(4=M,
0=F)
2 (50%) 1 (25%) 1 (25%) — 1 (25%) —
60-70 6
(4=M,
2=F)
3 (50%)
1
(16.7%) 3 (50%)
2
(33.3%)
2
(33.3%)
Key: Offence: PA = Physical Assault; VA = Verbal Assault; I  = Theft; P = 
Property Damage; S (C) = Sexual (Contact); 8 (N) = Sexual (Non-Contact)
The most offences were recorded for the age ranges 60 to 70, then 30 to 39 
years old. The highest recorded incidence of physical assault was in the 30 to 
39 year old age range. The highest recorded incidence of verbal assault was 
in the age range 40 to 49 years old, and the highest recorded incidence of 
theft was in the 60 to 70 year old age range. Property damage was most 
common in the 60 to 70 year old age range, along with the highest incidence 
of sexual (contact) offences. Sexual (non-contact) offences were highest in 
the 18 to 29 year old age range. It should be noted that the numbers for each 
age range are relatively small, and caution should be exercised when 
interpreting these results.
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Table 5: Offending Behaviour by Psychiatric Diagnosis
Diagnosis N PA VA T P S(C) S(NC)
None 26 6
(23.1%)
1
(3.8%)
3
(11.5%)
1
(3.8%)
2
(7.7%)
2
(7.7%)
Psychosis 12 4
(33.3%)
1
(8.3%)
2
(16.7%)
1
(8.3%)
PD 4 2
(50%)
1
(25%)
ASD 6 2
(33.3%)
1
(16.7%)
2
(33.3%)
1
(16.7%)
Depression 2 1
(50%)
Key: Offence: PA = Physical Assault; VA = Verbal Assault; I  = Theft; P = 
Property Damage; S (C) = Sexual (Contact); S (N) = Sexual (Non-Contact) 
Diagnosis: PD = Personality Disorder; ASD = Autistic Spectrum Disorder
Levels of offending were higher for participants with a psychiatric diagnosis, 
although the total number for some psychiatric diagnoses was low. 
Participants diagnosed with personality disorder and depression accounted 
for the highest incidence of physical assault, participants diagnosed with 
Autistic Spectrum Disorder accounted for the highest incidence of verbal 
assault, property damage, and sexual (contact) offences, and accounted for 
the highest incidence of theft along with participants diagnosed with 
psychosis. The interpretation of these results should be made with caution 
due to the relatively low number of participants, particularly for participants 
diagnosed with personality disorder. Autistic Spectrum Disorder, and 
depression.
204
3.2. Behavioural Observation o f Assessments
Several participants had difficulty with some of the assessments, or individual 
items of the assessment. The most problematic assessment was the Colour 
Trails Test, with 9 participants (14%) unable to complete part 1, of which 5 
were offenders, in the allotted time, and 9 participants (18%), of which 7 were 
offenders, unable to complete part 2 in the allotted time. A total of 14 
participants (28%), of which 6 were offenders, completed the CTT1 after the 
allotted time limit, and 29 (58%), of which 12 were offenders, completed the 
CTT 2 after the allotted time limit.
Only 6 participants (12%), of which 3 were offenders, were able to complete 
the Action Programme subtest of the BADS without any prompting, and 9 
(18%), of which 6 were offenders, received the lowest possible score.
A total of 26 participants (52%), of which 15 were offenders, achieved the 
lowest possible score on the Hayling Sentence Completion test. A total of 44 
participants (88%), of which 23 were offenders, required several prompts 
during part 2 of this test, as described in the test manual (see Burgess & 
Shallice, 1997).
Several participants had difficulty with the second part of the Hayling 
Sentence Completion test, not due to the difficulty of the test, but due to the 
fact that they did not want to give a ‘wrong’ or nonsensical answer. There 
were also some individual items on the Hayling Sentence Completion test that 
proved problematic. For example, the question, ‘in the first space enter 
your...’ proved difficult to understand for several participants. If the question 
was modified, for example, ‘in the first gap write your...’ the item may have 
been better understood.
A total of 24 participants (48%), of which 11 were offenders, had difficulty 
completing all four subtests of the WASI, in which case the two subtest 
version was used.
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3.3. Exploratory Data Analysis
An exploratory data analysis (see Appendix 24) showed that the collected 
data were not normally distributed. Test score distributions are shown in 
Graphs 1 to 5, along with statistical outcomes.
1 5 -
2 " 10-
5 -
0.00 50.00 100.00 150.00 200.00 250.00
Mean = 168.4458 
Std. Dev. = 70.27739 
N = 50
Graph 1: Distribution of Scores for Colour Trails Test 1
Data for the Colour Trails Test 1 were not normally distributed (Shapiro-Wilk 
0.848, df = 50, significance = 0.000), and showed a floor effect.
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3 0 -
50.00 100.00 150.00 200.00 250.00
Mean = 219.1158 
Std. Dev. = 44.94032 
N = 50
Graph 2: Distribution of Scores for Colour Trails Test 2
Data for the Colour Trails Test 1 were not normally distributed (Shapiro-Wilk 
0.529, df = 50, significance = 0.000), and showed a floor effect.
15-
2 31 0 1 4 5
Mean = 1.84 
Std. Dev. = 1.39 
N = 50
Graph 3: Distribution of Scores for Action Programme Subtest BADS
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Data for the Action Programme subtest of the BADS were not normally 
distributed (Shapiro-Wilk = 0.887, df = 50, significance = 0.000).
4 -
0 5 10 15 20
Mean = 9.68 
Std. Dev. = 4.838 
N = 50
Graph 4: Distribution of Scores for COWAT
Data for the COWAT were normally distributed (Shapiro-Wilk = 0.973, df = 50, 
significance = 0.296).
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10-
0 1 2 3 4 5 6 7
Mean = 2,12 
Std. Dev. = 1.35 
N = 50
Graph 5: Distribution of Scores for Hayling Sentence Completion Test
Data for the Hayling Sentence Completion test were not normally distributed 
(Shapiro-Wilk = 0.785, df = 50, significance = 0.000), and showed a skewed 
distribution.
Floor effects were found for three of the five tests of executive functioning. 
Henry et al. (unpublished) have begun to make available normative data 
specifically for an LD population to counter this problem.
3.4. Main Statistical Analysis
Because parametric assumptions were not met, non-parametric statistical 
tests were conducted using Statistical Package for the Social Sciences 
(SPSS) version 13.0.
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3.4.1. Executive Functioning Assessment
The overall mean scores on tests of executive functioning are shown in Table 
6. Table 7 shows the mean scores on tests of executive functioning for 
offenders and non-offenders.
Table 6: Total Mean Scores on Tests of Executive Functioning
TEST N MEAN RANGE SD
CTT1 50 168.446 33.03-240.00 70.277
CTT 2 50 219.116 82.53-240.00 44.940
BADS 50 1.84 0-4 1.390
COWAT 50 9.68 1-20 4.838
Hayling 50 2.12 1-6 1.350
Key: CTT 1 = Colour Trails Test 1 ; CTT 2 = Colour Trails Test 2; BADS = 
Action Programme Subtest of the BADS; COWAT = Controlled Oral Word 
Association Test; Hayling = Hayling Sentence Completion Test
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Table 7: Offenders’ and Non-Offenders’ Total Mean Scores on Tests of
Executive Functioning
OFFENDERS (N=25) NON-OFFENDERS (N=25)
Mean Range SD Mean Range SD
c m 169.973 55.48-
240.00
67.616 166.919 33.03-
240.00
74.20772
CTT 2 220.268 98.01-
240.00
41.674 217.964 82.53-
240.00
48.82579
BADS 1.72 0-4 1.514 1.96 0-4 1.274
COWAT 9.44 3-20 4.691 9.92 1-19 5.066
Hayling 1.84 1-4 1.106 2.40 1-6 1.528
A post test Wilcoxon Signed Ranks test (see Appendix 25) was conducted to 
analyse the data (see Table 8).
Table 8; Statistical Analysis -  Wilcoxon Signed Ranks T e s t- 
Performance on Executive Functioning Tests (Offenders versus Non
Offenders)
Z Score Significance
CTT A -0.156 0.876
CTTB -0.059 0.953
BADS -0.816 0.414
COWAT -0.418 0.676
Hayling -2.424 0.015
A significant difference was found between offenders and non-offenders on 
the Hayling Sentence Completion test, but no significant difference between 
offenders and non-offenders was found on performance of the Colour Trails
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Test parts 1 and 2, the Action Programme Subtest of the BADS, and the 
COWAT.
3.5. Additional Statistical Analysis
Further analyses were conducted on factors that have been seen in other 
research to influence performance on tests of executive functioning. These 
included gender, psychiatric diagnosis, and age. Analysis was also 
conducted comparing participants on type of offence and performance on the 
tests of executive functioning.
3.5.1. Gender and Performance on Executive Functioning Tests
Descriptive data for performance on the tests of executive functioning (mean 
score) by gender are summarised in table 9.
Table 9: Performance on Tests of Executive Functioning by Gender
MALES (N=42) FEMALES (N=8)
Mean Range SD Mean Range SD
c m
169.3669
33.03-
240.00
73.87772 163.6100
106.96-
240.00
50.72240
CTT 2
218.8543
82.53-
240.00
46.76664 220.4888
153.72-
240.00
36.39498
BADS 1.81 0-4 1.469 2.00 1-3 0.926
COWAT 9.71 1-20 4.769 9.50 2-19 5.529
Hayling 2.29 1-6 1.384 1.25 1-3 0.707
A Mann Whitney U Test was used to compare participants’ performance on 
tests of executive functioning by gender (see Appendix 26). The results are 
summarised in Table 10.
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Table 10: Statistical Analysis: Mann-Whitney U -  Performance on Tests
of Executive Functioning by Gender
Mann-Whitney U Wilcoxon W z Significance
CTT A 162.000 198.000 -0.164 0.870
CTTB 168.000 1053.000 0.000 1.000
BADS 150.000 1053.000 -0.488 0.626
COWAT 154.000 190.000 -0.371 0.710
Hayling 94.500 130.500 -2.115 0.034
There was a statistically significant difference between males and females on 
the Hayling Sentence Completion test, with females performing worse than 
males, but no further significant differences between males and females on 
performance on tests of executive functioning. It should be noted, however, 
that the number of female participants was low (N=8), and caution should be 
exercised in the interpretation of this result.
3.5.2. Psychiatric Diagnosis and Performance on Executive Functioning Tests
Descriptive data for performance on the tests of executive functioning (mean 
score) by psychiatric diagnosis are summarised in table 11.
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Table 11: Performance on Executive Functioning Tests by Psychiatrie
Diagnosis
CTT1 CCT2 BADS COWAT HAYLING
None
(N=26)
Mean 155.174 212.071 1.77 10.85 1.96
Range 33.03-
240.00
82.53-
240.00
0-4 1-20 1-4
SD 76.726 50.661 1.243 4.831 1.148
Psychosis
(N=12)
Mean 193.658 231.145 1.75 7.08 2.50
Range 75.33-
240.00
133.74-
240
0-4 3-15 1-6
SD 61.422 30.675 1.712 3.728 1.679
PD
(N=4)
Mean 131.635 222.548 3.00 9.50 1.50
Range 121.05-
143.64
170.19-
240.00
1-4 7-13 1-3
SD 11.139 34.905 1.414 2.646 1.000
ASD
(N=6)
Mean 212.425 240.00 1.33 7.33 2.00
Range 144.36-
240.00
240.00-
240.00
0-3 2-15 1-5
SD 43.493 0.000 1.033 4.844 1.673
Depression
(N=2)
Mean 131.395 169.005 2.50 17.50 3.50
Range 55.48-
207.31
98.01-
240.00
1-4 17-18 3-4
SD 107.360 100.402 2.121 0.707 0.707
Because of the small number of participants with specific diagnoses, an 
analysis was conducted between participants with and without a psychiatric 
diagnosis to determine if this affected their performance on the tests of 
executive functioning. The mean scores for those with and without a 
psychiatric diagnosis are summarised in Table 12.
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Table 12: Performance on Executive Functioning Tests by No
Psychiatrie Diagnosis versus Psychiatrie Diagnosis
No Diagnosis (N=26) Diagnosis (N=24)
Mean Range SD Mean Range SD
CTT1 155.174 33.03-
240.00
76.726 182.824 55.48-
240.00
60.896
CTT 2 215.390 82.53-
240.00
49.498 226.748 98.01-
240.00
37.365
BADS 1.77 0-4 1.243 1.92 0-4 1.558
COWAT 10.96 3-20 4.617 8.42 2-18 4.615
Hayling 1.96 1-4 1.148 2.29 1-6 1.546
A Mann Whitney U Test was used to compare participants' performance on 
tests of executive functioning by psychiatric diagnosis (see Appendix 27).
The results are summarised in Table 13.
Table 13: Statistical Analysis: Mann-Whitney U -  Performance on Tests 
of Executive Functioning by Psychiatric Diagnosis (No Diagnosis versus
Diagnosis)
Mann-Whitney U Wilcoxon W Z Significance
CTT1 247.500 598.500 -1.295 0.195
CTT 2 246.500 597.500 -1.698 0.090
BADS 300.000 651.000 -0.239 0.811
COWAT 212.000 512.000 -1.946 0.052
Hayling 282.000 633.000 -0.633 0.526
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There were no significant differences between performance on tests of 
executive functioning between participants with a psychiatric diagnosis and 
participants without a psychiatric diagnosis. Performance on the COWAT 
came close to significance, with participants without a diagnosis performing 
slightly better than participants with a psychiatric diagnosis. There was also a 
trend for participants without a psychiatric diagnosis to perform better on the 
Colour Trails Test part 2 than participants with a psychiatric diagnosis.
3.5.3. Age and Performance on Executive Functioning Tests
Descriptive data for performance on the tests of executive functioning (mean 
score) by age range are summarised in Table 14.
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Table 14: Performance on Executive Functioning Tests by Age Range
AGE CTT1 CTT2 BADS COW HAY
18-29
(N=6)
Mean 133.787 194.620 1.50 8.33 3.33
Range 33.03-
240.00
82.53-
240.00
0-4 1-13 1-6
SD 73.137 71.585 1.643 4.179 1.633
30-39
(N=14)
Mean 149.741 215.421 2.14 10.71 2.29
Range 55.48-
240.00
98.01-
240.00
0-4 3-19 1-4
SD 65.567 44.066 1.610 5.150 1.139
40-49
(N=9)
Mean 151.081 221.718 2.44 13.33 2.00
Range 41.71-
240.00
137.74-
240.00
1-4 7-20 1-4
SD 73.348 35.593 1.130 4.583 1.323
50-59
(N=7)
Mean 216.476 224.820 1.43 8.43 2.14
Range 75.33-
240.00
133.74-
240.00
0-4 4-15 1-4
SD 62.239 40.163 1.512 3.780 1.464
60-70
(N=14)
Mean 189.152 228.784 1.50 7.50 1.50
Range 72.94-
240.00
82.98-
240.00
0-3 2-16 1-5
SD 65.705 41.965 1.092 4.274 1.160
A Pearson’s Correlation was performed on the data to see if performance on 
tests of executive functioning were related to age (see Appendix 28). The 
results are summarised in Table 15.
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Table 15: Correlation Co-Efficients Between Age and Executive
Functioning Tests
N Pearson Correlation Significance
CTT1 50 0.320 0.023
CTT 2 50 0.232 0.105
BADS 50 -0.187 0.193
COWAT 50 -0.182 0.207
Hayling 50 -0.324 0.022
There were significant correlations between age and performance on tests of 
executive functioning. A positive correlation existed between age and 
performance on the Colour Trails Test part 1, with younger participants 
performing better, and a negative correlation between age and performance 
on the Hayling Sentence Completion test, again with younger participants 
performing better.
3.5.4. Offending Behaviour and Performance on Executive Functioning Tests
Descriptive data for performance on the tests of executive functioning (mean 
score) by offending type are summarised in Table 16.
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Table 16: Performance on Executive Functioning Tests by Offence
Physical Assault versus Other Offence
Physical Assault (N=14) Other Offence (N=11)
Mean Range SD Mean Range SD
CTT1 144.194 55.48-
240.00
63.988 202.783 87.30-
240.00
59.458
CTT 2 208.369 98.01-
240.00
51.784 235.413 189.54-
240.00
15.214
BADS 1.86 0-4 1.657 1.55 0-4 1.368
COWAT 9.43 3-20 5.095 9.45 4-19 4.367
Hayling 2.07 1-4 1.141 1.36 1-4 0.924
Due to the small number of some offending types, participants who had 
physically assaulted were compared to other offenders. A Mann Whitney U 
Test was used to compare participants’ performance on tests of executive 
functioning by offending type (see Appendix 29). The results are summarised 
in Table 17.
Table 17: Statistical Analysis: Mann Whitney U -  Performance on 
Executive Functioning Tests (Physical Assault versus Other Offence)
Mann-Whitney U Wilcoxon W Z Significance
CTT1 42.500 133.500 -1.996 0.046
CTT 2 53.000 144.000 -1.815 0.070
BADS 68.000 146.000 -0.557 0.577
COWAT 74.500 152.500 -0.191 0.848
Hayling 37.500 115.500 -2.439 0.015
A significant difference on tests of executive functioning comparing physical 
assault with other offences was found for the Colour Trails Test part 1 and the 
Hayling Sentence Completion Test, with physical assault participants 
performing better on these tests than other offence participants. There was
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also a trend for physical assault participants to perform better on the Colour 
Trails Test part 2.
3.6. Validity o f Executive Functioning Tests in Learning Disabilities
Analyses also were performed to see if there was a correlation between IQ 
levels and performance on tests of executive functioning (see Appendix 30). 
The correlation co-efficients are summarised in Table 18.
Table 18: Correlation Co-Efficients Between IQ Level and Executive
Functioning Tests
N Pearson Correlation Significance
CTT1 50 -0.157 0.277
CTT 2 50 -0.162 0.262
BADS 50 0.261 0.067
COWAT 50 0.313 0.027
Hayling 50 0.142 0.324
There was a significant positive correlation between IQ level and performance 
on the COWAT, with a greater number of animals generated when IQ was 
higher. There were no significant correlations between IQ level and the 
Colour Trails Test, the Action-Programme subtest of the BADS, or the Hayling 
Sentence Completion test. This data is interpreted as evidence of divergent 
validity of these tests of executive functioning.
3.7. Normative Data
Normative data for performance on tests of executive functioning, in the form 
of percentile scores, are presented in Appendix 31, for the total sample, the 
offender sample, and the non-offender sample. These are comparable with 
the normative data provided by Henry etal. (unpublished). Normative data 
are also provided for the sample with the total time taken on the CTT parts 1
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and 2, as opposed to the other normative data, which uses the cut off time 
point of 240 seconds.
3.8. Summary of Results
• The majority of offenders were male, with an average age of just under 
46.5 years. Female offenders and non-offenders tended to be slightly 
older (49 and 51.5 respectively). The average IQ was just under 60, 
with males tending to score higher, and older males tended to have 
higher IQs than younger males. Almost half of the sample had 
received a psychiatric diagnosis, with psychosis being the most 
common, with the lowest IQ for people diagnosed with ASD.
• Most offences were recorded for the older age range, with physical 
assault the most common offence. Different levels and types of 
offence were recorded depending on age range and psychiatric 
diagnosis.
• A significant difference was found between offenders and non­
offenders on the Hayling Sentence Completion test, with offenders 
performing worse, and female offenders performing worse on this test 
than males. When participants who had committed physical assault 
offences were compared to participants who had committed other 
offences, the former performed significantly better than the latter on the 
CTT 1 and the Hayling.
• No significant differences were found between participants with and 
without a psychiatric diagnosis on tests of executive functioning, 
although the COWAT and CTT 2 showed a trend for those without a 
diagnosis to perform better.
Performance on tests of executive functioning tended to decline with 
age, significantly so for the CTT 1 and the Hayling.
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Only the COWAT was significantly correlated with IQ, providing 
evidence of divergent validity for the CTT, the Action Programme 
subtest of the BADS, and the Hayling Sentence Completion test.
Normative data was provided for an LD sample.
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4. DISCUSSION
This study compared people with an LD with a history of offending with people 
with an LD without a history of offending on tests of executive functioning.
The main result found was that only the Hayling Sentence Completion test 
discriminated between offenders and non-offenders. This result, and others, 
is discussed below.
4.1. Prevalence
The prevalence rate of offending in an LD population cannot be reported on in 
this study due to the matched design. Although there were offenders within 
the services assessed, the recruitment of offenders was more time consuming 
than the recruitment of non-offenders. Given the low rate of refusal to 
participate, it could be assumed that the amount of LDOs in this service is not 
excessively high.
4.2. Characteristics of LDOs
Due to the matched design of the sample, data such as gender, average age, 
rate of psychiatric diagnoses, and average IQ relate to the offender 
population.
4.2.1. Gender
One of the most robust findings in criminal studies of both offenders with and 
without an LD is that more offences are committed by males (Ho, 1996;
Winter et a/., 1997; Feder et al., 2007). This study lends support to the 
evidence. In this study, female offenders made up just under one fifth of the 
sample, which reflects a representative sample of offenders. In terms of 
executive functioning, several authors have suggested than male's frontal 
lobes are later to develop to maturity than female’s frontal lobes (Szeszko et 
a/., 2003), and more susceptible to damage or dysfunction (Luders etal., 
2004).
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The most common offence in the female sample was theft followed by 
property damage. While this data does not match the offence types for 
female LDOs in the Day (1993) study, it is similar to the results of the Kearns 
& O’Connor (1988) study, which found that offences against the person, e.g., 
physical assault, were less common in the female LDO population.
For males, the most common offences were physical and verbal assault, 
similar to the findings of Taylor (2002). Aggressive and violent behaviour has 
been considered the most common offence in offenders with dysexecutive 
syndrome (Séguin et a/., 1995). The types of offences committed by the 
participants in this study have also been noted in several other studies (e.g., 
Klimecki eta!., 1994; Ho, 1996; Kershaw & Renshaw, 1997). Thought out, 
considered crimes were also uncommon, in line with other research into LDOs 
(Hodgins, 1992).
4.2.2. Age
The average age of the sample was approximately 46.5 years old, for the total 
sample, males, male offenders, and male non-offenders. For females, the 
average age was just over 50 years, with an average age for female LDOs of 
49 years, and 51.5 years for female non-offenders. The finding that female 
offenders were, on average, older that the male offenders is in conflict with 
one of the few studies of female LDOs (Lindsay et al., 2004a), which found a 
younger average age for female offenders.
When offending was categorised by age range, the older participants had the 
highest recorded levels of offending, as well as the broadest range of offences 
(physical assault, verbal assault, theft, property damage, and sexual (contact) 
offences). This could be due of course to the fact that they are older and 
have had a longer time to commit these offences. It could also be due to the 
possibility that some of them could have been institutionalised at some point 
in their history. This would be in line with previous research that suggests a 
history of institutionalisation may be associated with higher rates of offending
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(Crocker & Hodgins, 1997), although it is not possible to comment on this as 
no residential history was collected from the participants in this study. It could 
also be speculated that the participants in the older age range could be 
experiencing age related executive functioning decline.
Although the total sample number in each age range is small, some 
interesting information can be extracted for possible future research. The 
highest level of physical assault was seen in the age range 30 to 39 years old, 
followed by the 60 to 70 and 18 to 29 year olds. Verbal assault was most 
common in older participants (40 to 49 and 60 to 70 year olds), and the 
highest level of theft was in the older groups (50 to 70 years olds), which 
decreased with younger age. Property damage was more common in 30 to 
39 and 60 to 70 year olds, while sexual contact offences were more common 
in the older participants (50 to 69 years old).
4.2.3. Psychiatric Diagnosis
Almost half of the sample had received a psychiatric diagnosis, with psychosis 
being the most common mental health problem, accounting for almost one 
quarter of this sample. Autistic Spectrum Disorder was the second most 
common diagnosis, affecting approximately one eighth of the sample. 
Personality disorder and depression were the least common diagnoses. The 
low percentage of LDOs with a personality disorder is somewhat surprising, 
given the association between this diagnosis and offending (Lindsay et ai, 
2006), and the previously high rates of personality disorders found in studies 
of LDOs (e.g., Flynn eta!., 2002).
A prevalence rate for mental health problems of almost 50% is somewhat 
large in comparison to some previous research, which found a prevalence 
rate of around 25% in LDOs (e.g.. Day, 1988; Thomas & Singh, 1995; Lyall at 
ai, 1995). There have, however, been studies that have found higher 
prevalence rates, similar to this study (e.g., Klimecki at ai, 1994). If, as 
Goldberg (2001) suggests, mental health problems can be considered in 
terms of dysexecutive syndrome, it would not be surprising to find a large
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number of LDOs with a psychiatric diagnosis if deficits in executive functioning 
is a factor in offending behaviour
When psychiatric diagnosis was considered in relation to offending behaviour, 
those without a formal psychiatric diagnosis generally showed the lowest level 
of offending in all offence types, except in sexual non-contact offences, when 
compared to participants with a psychiatric diagnosis. It should be noted 
however that only two people without a diagnosis were categorised by sexual 
non-contact offences. This result lends support to the theory that psychiatric 
diagnoses can, at least in part, be considered in terms of dysexecutive 
syndrome (Goldberg, 2001). Whether dysexecutive syndrome is the cause of 
mental health problems, or a result of them, is debatable.
Physical assault and verbal assault were more common in people with a 
personality disorder. No physical assault was noted in those with an Autistic 
Spectrum Disorder, although this group showed reasonably high levels of 
verbal assault, property damage, sexual contact, and theft. Theft and 
physical assault were seen in people with a diagnosis of psychosis, and 
physical assault was the only offence committed by people with a diagnosis of 
depression. Caution should be taken in how this information is interpreted 
due to the low numbers in some of the diagnostic groups, particularly 
depression and personality disorder. Numbers for psychosis, however, were 
reasonably high.
Seven of the participants (three females and four males) had committed more 
than one offence, and all but one of these participants had received a 
psychiatric diagnosis. Three had a diagnosis of Autistic Spectrum Disorder, 
two were diagnosed with psychosis, and one with personality disorder.
4.2.3. Intelligence Quotient
The average IQ level for participants was just under 60, although the male 
participants had slightly higher IQ level than the females. It must be noted, 
however, that the numbers of female participants was low.
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IQ levels tended to be similar across age range, although males aged 18 to 
28 scored slightly lower, and males aged 50 to 59 scored slightly higher. For 
females, the highest IQ level was recorded in the 30 to 39 year old age range, 
with the lowest in the 40 to 49 year old age range.
When psychiatric diagnosis was considered in terms of IQ levels, participants 
diagnosed with depression had the highest IQ, and participants diagnosed 
with Autistic Spectrum Disorder had the lowest IQ. Again it should be noted 
that there was a relatively small number of participants in several diagnostic 
categories. Studies with a higher number of participants from these 
diagnostic categories may not support these findings.
4.3. Patterns of Offending in Learning Disabled Offenders
The most common offence committed by the sample of LDOs was physical 
assault, followed by theft, then verbal assault, property damage and sexual 
(contact) offences, and finally sexual (non-contact) offences. The finding that 
physical assault was the most common offence may not be surprising given 
the high level of challenging behaviour exhibited by this population (Harris, 
1993). This may be seen as a problem with inhibiting behaviour, a function of 
the frontal lobes.
Theft involved impulsive shop lifting or theft from other residents. Verbal 
assault mainly consisted of racist comments made to staff or members of the 
public, and was the third most common offence, which again can be seen as 
a problem in executive functioning concerning socially appropriate behaviour 
and inhibition of responses.
The least common offences were property damage, which included arson, 
and sexual offences. This is contradictory to previous findings by, for 
example. Day (1994) and Barron et al. (2002), who found that sexual offences 
and arson were over-represented in the LDO population. There does not 
appear, however, a consensus in what type of crimes people with an LD tend
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to commit more, and the findings of this study are similar to the offence types 
noted by several other authors in LDO populations (e.g., Klimecki etal,, 1994; 
Ho, 1996; Kershaw & Renshaw, 1997; Taylor, 2002).
4.4. Executive Functioning and LDOs
4.4.1. Executive Functioning In Offenders and Non-Offenders
The most significant finding of this current study was that only one test of 
executive functioning discriminated between offenders and non-offenders with 
an LD. Performance on neither the Colour Trails Test, the Action Programme 
subtest of the BADS, or the COWAT, differed significantly between offenders 
and non-offenders. This is in contrast to studies by Pontius and Yudowitz 
(1980) and Spellacy and Brown (1984) who found that performance on the 
Colour Trails Test and the COWAT was worse for offenders. Performance on 
the Hayling Sentence Completion test, however, was significantly lower for 
offenders.
The Hayling Sentence Completion test requires a person to initiate a 
behaviour in the first part, and inhibit a behaviour in the second part. Many 
researchers have suggested that the offences of LDOs tend to be more 
impulsive and spur-of-the-moment (e.g., Simpson and Hogg, 2001a). No 
specific details of the offending behaviour of participants was collected except 
for a description of the offence, however, most of the offences could be 
explained in terms of impulsivity. Physical assault, verbal assault, property 
damage, and sexual offences have all been seen in individuals with an LD 
who have acted impulsively (Day, 1994; Barron etal., 2002). Problems with 
impulsivity may be seen as a problem with effective performance, resulting in 
reduced self monitoring and self regulation. This may be seen as a problem 
with self control.
Another requirement for the effective completion of the Hayling Sentence 
Completion test is the ability to monitor one's own behaviour, and self-correct 
errors. It may be assumed that these abilities are somewhat less developed
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in the offender sample of this study. If this is then generalised to the LDO 
population as a whole, it may suggest that difficulty in realising the 
consequences of one's behaviour and difficulty in altering it according to 
environmental cues could result in a higher rate of offending in this group.
The finding that only the Hayling Sentence Completion test differentiated 
between offenders and non-offenders can be seen as supporting Gottfredson 
and Hirschi's (1990) model of offending, incorporating Wikstrom and Treiberis 
(2007) modification. It would appear that LDOs have difficulty in inhibiting 
behaviour when presented with an opportunity to offend. In terms of Lezak's 
four part model of executive functioning, the factor effective performance 
appears to discriminate between offenders and non-offenders. Effective 
performance requires an individual to monitor and regulate his/her behaviour 
in accordance to the environment. Wikstrom and Treiber suggest that an 
offender processes information about the environment but chooses not to 
exercise self control, instead choosing to disobey moral rules. Processing 
environmental information requires self regulation and self monitoring, 
resulting in the initiation of some behaviours, and the inhibition of other 
behaviours. What behaviours are activated or not depends on how much a 
person wants instant gratification and whether they have enough self control 
to inhibit gratification at that particular time.
Factors that result in the ability to exercise self control include good parenting, 
good relationships, values and moral codes inspired by these relationships, 
and satisfaction (Nye, 1958). These factors may be missing in the lives of 
people with an LD, who tend to experience more adverse life events that the 
general population (Holland etal., 2002). The finding that there is a negative 
correlation between offending and living in residential care homes (Simpson & 
Hogg, 2001b) adds further support to Gottfredson and Hirschi, and Wikstrom 
and Treiberis theory. Residing in a structured, supportive environment, the 
person with an LD may be provided with moral codes of conduct from staff 
members.
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Interestingly, females performed worse on the Hayling Sentence Completion 
test than males. This would contradict previous findings that females tend to 
have better developed frontal lobes, hence better executive functioning skills 
(Niemeier et a/., 2007). It should be noted again, however, that the total 
sample comprised of a small percentage of females. If a larger female 
sample had been explored, it is possible that this effect would not have been 
evident.
While the only significant finding was for the Hayling Sentence Completion 
test, it should be noted that performance on all tests of executive functioning 
was low. It is possible that dysexecutive syndrome is a characteristic of LD, 
but that only a deficit in the effective performance factor (Lezak, 1995) results 
in offending behaviour.
It is possible that lower than average language skills are responsible for a 
higher rate of offending. Challenging behaviour is more common in people 
with severe LD who have limited or no verbal communication (Emerson & 
Bromley, 1995). This may result in the person behaving challengingly as a 
means of acquiring a particular need through frustration at being unable to 
express their wishes. The Hayling Sentence Completion test requires 
reasonably good language skills, and language skills have been noted to be 
an area of possible difficulty for people with an LD (O’Donnell & Saunders,
2003). Several of the participants were unable to complete the Hayling 
Sentence Completion test, however, it appeared that lack of motivation, 
possibly caused by the complexity of the test, was to blame rather than poor 
language skills. One of the inclusion criteria was that participants would have 
English as their first language, and have reasonable verbal ability. They were 
also matched on IQ, which includes a measure of verbal IQ, therefore if 
language difficulties had affected performance on this test, it would be 
expected that both offenders and non-offenders would be affected equally. 
This was not the case.
Offences that require planning are less frequent in LDOs than the general 
population. There was no difference between offenders and non-offenders on
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a test of planning, the Action Programme subtest of the BADS. Both groups 
did poorer than would be expected in the general population. Given the 
possible limitation in planning ability of people with an LD, as suggested by 
this result, the finding that planned crimes are uncommon in people with an 
LD is somewhat supported.
4.4.2. Age and Executive Functioning
Age was correlated with some of the tests of executive functioning, namely 
the Colour Trails Test part 1, the Action Programme subtest of the BADS, and 
the Hayling Sentence Completion test. The younger participants performed 
better on these tests that the older participants. Previous research has found 
that performance on tests of executive functioning declines with age (e.g.,
Paul etal., 2005), which could explain this finding.
Of interest to the development of executive functioning skills is the finding that 
these skills appear to mature as the participants’ age. The COWAT and the 
Action Programme subtest of the BADS show an inverted U shaped 
development, which has also been seen in non-LD participants (Zelazo etal.,
2004), where improvement in these skills is seen as people get older, up until 
a later age, when these skills decline. The Colour Trails Test and the Hayling 
Sentence Completion test both showed a decline in performance from the 
youngest to the oldest age group. This may, along with age related executive 
functioning decline, be due in part to fluid intelligence, or the ability to quickly 
reason (Cattell, 1987), which declines with age (Hom & Cattell, 1967). As 
these tests require the participant to respond in the quickest possible time, it 
is not surprising to find older participants performing slower than younger 
participants.
4.4.3. Psychiatric Diagnosis and Executive Functioning
When people without a formal psychiatric diagnosis were compared to people 
with a formal psychiatric diagnosis, no significant differences were found, 
although there was evidence that performance on the Colour Trails Test part
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2 and the COWAT was better for non-offenders than offenders. It was not 
possible to compare each separate diagnosis due to low numbers, however 
given the evidence of dysexecutive syndrome in people with a diagnosis (e.g., 
Moritz etal., 2002; Kolur ef a/., 2006; Kerns etal., 2008), it may have been 
expected that a significant difference would have been found. For this 
reason, theories that posit mental health problems as a cause of offending in 
people with an LD may need to be rethought. It could be that cognitive 
deficits found in people with an LD affect both those with and without a 
diagnosis in equal measures, and that any deficits in executive functioning 
due to mental health problems are small in comparison to the executive 
functioning deficits resulting from an LD.
4.4.4. Offence Type and Executive Functioning
When participants who had committed physical assault were compared to 
participants who had committed other offences (theft, property damage, and 
sexual offences), the physical assault group performed better on tests of 
executive functioning, particularly for the Colour Trails Test part 1 and the 
Hayling Sentence Completion test. When this is considered in terms of 
Gottfredson and Hirschi's theory, it is possible that physical assault represents 
an inability to inhibit aggressive behaviour, resulting in impulsive ‘lashing out’ 
that may require limited or no cognitive processing. For the other offences, 
some level of cognitive processing must take place. For example, in the case 
of shoplifting, a person has to recognise an object of desire, realise the need 
to have this object, and fail to self regulate moral behaviour, resulting in the 
theft of the object.
4.5. Validity of Executive Functioning Tests in LD
While some of the executive functioning tests were not difficult to administer, 
some others were slightly problematic for some participants. The COWAT 
was the most easily administered test. The instructions were clearly 
understood by all the participants, and there was no need to supplement the 
instructions with prompts or further explanation. This was also the case for
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the Action Programme subtest of the BADS, with the majority of participants 
understanding the requirements of the assessment. This was also noted by 
Henry et al. (unpublished), possibly due to the test being less reliant on 
language skills.
The Colour Trails Test was understood by the majority of participants, and 
difficulty in completing the test in time was not due to difficulty in 
understanding the instructions, and may therefore reflect genuine problems in 
executive functioning. The majority of participants who could not complete 
the test within the maximum time limit were allowed to continue as outlined in 
the instructions (see D’Elia etal., 1996), and completed the test correctly.
This highlights the need for normative data for executive functioning tests in 
an LD population. While the maximum time limit for the Colour Trails Test in 
the general population may reflect a meaningful cut-off point, it may not be 
meaningful in an LD population. Indeed, several authors do not use the cut 
off time scores (see Bornstein, 1986 for review).
The Hayling Sentence Completion test caused some problems for some 
participants. On an item level, some of the questions were phrased in a fairly 
complex way, when using easier to understand language may be more 
suitable for people with an LD. For example, the question ‘in the first space
enter your ' was used in relation to writing one's name. A few participants
revisited this question after assessment. When it was rephrased as ‘in the
first space write your ' it was understood. Another question that caused
problems was ‘the dispute was settled by a third .’ If the word ‘dispute’
was substituted for the word ‘argument,’ participants’ understanding might 
have been increased.
In addition to difficulty with some questions on the Hayling Sentence 
Completion test, some participants were reluctant to give a wrong or 
nonsensical answer to the questions in part 2 of the test, as required. After 
encouragement and assurance that giving the wrong answer was the correct 
response, most were able to complete the test.
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Some participants were also unable to complete all four subtests of the WAS I. 
This was due more to test fatigue than an inability on the part of the 
participant. The WASI was the most demanding of the tests for the 
participants in this study, and it was considered better to use the two subtest 
option on the WASI to assess IQ levels to relieve participant distress.
Performance on the tests of executive functioning showed a floor effect for all 
but the BADS and the COWAT. Henry et al. (unpublished) mention that most 
neuropsychological tests have been standardised for people without an LD. 
These authors are in the process of producing normative data for people with 
an LD, which may prove helpful in future neuropsychological assessment.
There are few validated measures for an LD population. It had been 
considered that tests of executive functioning would not discriminate between 
dysexecutive syndrome and LD. This was further supported by the finding of 
some research (e.g., Salthouse, 2005) that executive functioning tests 
correlated with IQ levels.
Divergent validity of the executive functioning tests was assessed by 
correlating performance on these tests with IQ levels. Only the COWAT 
showed a strong correlation with IQ, with a higher total number of animals 
generated with increasing IQ. A correlation between the COWAT and verbal 
IQ was noted previously by desRosiers and Kavanagh (1987). The Colour 
Trails Test parts 1 and 2, and the Hayling Sentence Completion tests, did not 
correlate with IQ levels, suggesting that these tests do not measure 
intelligence, but another factor. Although the correlation between the Action 
Programme subtest of the BADS and IQ levels did not reach significance, the 
result suggested that there is a possibility that this test is influenced to some 
degree by IQ levels.
While there remain problems with using tests of executive functioning in LD 
populations, these could be alleviated by modification to these tests, or items 
on these tests. These problems could also be helped with the production of 
normative data for the LD population to make their interpretation meaningful
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for people with an LD. Normative data from this study are presented in 
Appendix 32. Given that most of the tests do not correlate with IQ, it may be 
assumed that these tests are actually measuring executive functioning skills in 
this population.
4.6. Normative Data
Normative data, in the form of percentile scores, were produced for the total 
sample as well as for offenders and non-offenders, which highlights the need 
for further normative data to be collected for an LD sample. For example, a 
score of one on the Action Programme subtest of the BADS would be within 
the impaired range using the normative data obtained from the general 
population, whereas using normative data from this study, a score of one 
would be within the average range.
4.7. Clinical Implications
The result of this study suggests that problems with executive functioning, or 
dysexecutive syndrome, may be at least in part responsible for offending in an 
LD population. The key finding is that the inhibition element of the Hayling 
Sentence Completion test, which measures the effective performance factor 
in Lezak’s (1995) four part model of executive functioning, may form the basis 
of a working hypothesis explaining the difference between offenders and non­
offenders with an LD, i.e., LDOs have difficulty inhibiting offending behaviour, 
which affects their effective performance in certain situations. This study also 
suggests that the other tests of executive functioning are useful in this 
population, and with modification to the administration and tests, could 
eliminate the floor effects found in this study, which in tum could reveal further 
differences in executive functioning between offenders and non-offenders with 
an LD. This would have repercussions for how LDOs are rehabilitated.
In general, there are few services for LDOs, and treatment and rehabilitation 
has not been vastly successful, although many studies suffer from small 
sample sizes (Barron etal., 2002). Sex education programmes have had little
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impact (Charman & Clare, 1992; Bremble & Rose, 1999), although they may 
increase sexual knowledge (Lindsay etal., 1992). There is, however, some 
evidence to suggest that treatment programmes of greater duration than one 
year, and group as opposed to individual therapy, have reduced future sexual 
offending (Lindsay & Smith, 1998; Lindsay etal., 1999).
A cognitive behavioural approach to treatment has also shown good results 
for sexual offences (Nezu et al., 1998). An interesting approach to 
rehabilitation has been trialled by Graft (1984). When LDOs were given 
sheltered accommodation, employment, and supervision, the rate of re­
offending was just 11 %. This may reflect the influence of staff and their own 
executive functioning skills on LDOs in residential settings, as mentioned in 
section 4.4.1., and is also predicted by Gottfredson and Hirschi's modified 
theory.
Recently, a research collaboration evaluating treatment of sexual offenders 
with an LD has been set up, the Sex Offender Treatment Services 
Collaborative -  Intellectual Disability (SOTSEC-ID) (Hays etal., 2003). The 
treatment programme consists of relationship education, empathy for victims, 
and changing cognitive distortions. While it is considered a cognitive 
behavioural intervention, there are aspects of executive functioning 
improvement, such as empathy for victims and improvement in social 
relationships.
Callahan (2001) has identified several intervention techniques to improve 
executive functioning in people with dysexecutive syndrome. These 
techniques could be adapted to serve an LDO population, and incorporated 
into existing treatments.
4.8. Critique
The proposal of a neurological theory of offending is controversial. While 
there is a possibility that people with dysexecutive syndrome are predisposed 
to commit a crime, it is also possible that offenders are more susceptible to
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head injuries because they live a ‘life of crime,’ and that the frontal lobes are 
more susceptible to damage caused by blows to the head (Barbosa & 
Monteiro, 2008).
While Gottfredson and Hirschi’s (1990) theory of offending has received 
empirical support from various studies (e.g., Pratt & Cullen, 2000; Vazsonyi et 
a/., 2001; Vazsonyi & Crosswhite, 2004), it has also received some criticism.
It has been suggested that dysexecutive syndrome that results in low self 
control is not the sole source of crime: delinquent peers, neighbourhood 
problems, and antisocial attitudes also contribute to a person committing and 
offence (Pratt & Cullen, 2000). A person’s parent is not the sole source of self 
control (Pratt & Cullen, 2000), and Gottfredson and Hirschi’s claim that self 
control is stable over time is not supported by the evidence -  many people 
who commit offences in adolescence do not continue offending into adulthood 
(Vito ef a/., 2006).
This study made use of an administration sample, that is, a sample of people 
with an LD currently in receipt of LD services. As noted previously, these 
samples may be biased. They do not include a large number of people with 
an LD who are not currently receiving services (Richardson & Koller, 1985). 
This could mean that a large proportion of offenders with an LD have been 
missed in this study. Alternatively, it could be that the current sample is over­
representative of offenders with an LD as a high proportion of people with 
challenging or offending behaviour receive LD services (Murphy & Mason, 
2007).
Most of the participants were from an outer suburb of London (Croydon) 
because only one participant was referred by the South London and Maudsley 
sites, covering Southwark, Lewisham, and Lambeth. Research has 
suggested that higher crime rates are found in inner cities (Zaki, 2003), 
therefore the results of this study could have been very different to the results 
found if participants from inner London boroughs had been assessed.
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All of the tests of executive functioning used in this study have their critics 
when they are used in assessment of the general population. For example, 
the BADS has been criticised due to a low ceiling effect in the general 
population (Chamberlain, 2003), and the Colour Trails Test has been 
criticised as a test that does not distinguish between frontal lobe damage and 
damage to other areas of the brain (Stuss et al., 2001). There are further 
criticisms when these tests are used in an LD sample. Some researchers 
have found that IQ levels correlate with tests of executive functioning 
(Salthouse, 2005) and therefore poor performance may reflect general 
cognitive deficits rather than deficits in executive functioning. This, however, 
was not the case for any of the tests except the COWAT. The Colour Trails 
Test, the Action Programme subtest of the BADS, and the Hayling Sentence 
Completion test did not correlate with IQ, suggesting that these assessments 
are measuring dysexecutive syndrome.
Only a small number of tests of executive functioning were used in this study. 
This was because of the lack of validation studies for these assessments in 
an LD population, the time constraints of the study, and consideration for the 
participants: while care was taken to select only those tests that had been 
validated in this population, consideration was also given to the attentional 
span and test fatigue that people with an LD may experience during 
assessments such as these. Future research may be conducted over a 
longer period of time, and over several sessions, resulting in the collection of 
data on a greater number of assessments.
This study is one of the first to attempt to explain offending behaviour in 
LDOs, and is viewed as an exploratory pilot study requiring either validation or 
rebuttal. Further research is required to do so.
4.9. Conclusions
The sample is considered representative of LDOs due to the similar 
characteristics and patterns of offending that have been found in previous
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research, with the exception of the higher than expected average age of 
female offenders. There has been, however, little research into female LDOs.
The most common offence was physical assault, and older participants 
committing more offences than younger participants. A high rate of 
psychiatric diagnoses was found in LDOs, with psychosis the most common 
mental health problem, and multiple offenders were more likely to have a 
psychiatric diagnosis. Those without a psychiatric diagnosis were less likely 
to commit an offence, but were not significantly impaired on tests of executive 
functioning when compared to participants with a psychiatric diagnosis.
The results of this study are interpreted in relation to Gottfredson and Hirschi's 
general theory of crime. Offenders with an LD show deficits in the effective 
performance component of executive functioning. When a situation arises 
where the LDO is confronted with a decision to either apply moral rules to 
their behaviour or not, they may be more inclined to follow the latter pattem of 
behaviour. This failure to self regulate in certain situations may be 
responsible for offending behaviour in this population. This seems to apply 
more for crimes where deliberation is required. Participants who had 
committed physical assault were less impaired on effective performance than 
those who committed theft, property damage, or sexual offences. These 
crimes would require some cognitive processing, whereas physical assault 
may be an impulsive, spur-of-the-moment reaction.
The ability to inhibit immoral behaviour is considered to develop from good 
relationships with parents and peers, and satisfaction with life. These 
opportunities may be less common in LD populations and may represent a 
predisposing factor to offend in people with an LD.
The use of tests of executive functioning in an LD population is not without its 
problems, however with the production of normative data for this population 
and some possible modifications to the tests, they can be used for clinically 
significant research.
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Mental Capacity Act 2005
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This Research Ethics Committee is an advisory committee to South Central Strategic Health Authority
The National Research Ethics Service (NRES) represents the NRES Directorate within 
the National Patient Safety Agency and Research Ethics Committees in England
263
Page 2
0^80505/46
The favourable opinion is subject to the following conditions being met prior to the start of 
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Full title of study: Dysexecutive syndrome In offenders and non-offenders
with a leaming disability 
REG reference num ber 0B/H0505/46
The REC gave a favourable ethical opinion to this study on 12 May 2008.
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R&D approval
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Primary Care Trust
Leon House 
233 High Street 
Croydon 
CR0 9XT
Department o f Public Health 
Tel: 020 8274 6114 
Fax; 020 8274 6008 
.jennle.mu8sard@croydonpctnhs.uk
26 June 2008 
Dear Mr Martin,
Lead researcher: Mr Graham Martin
Project title: Dysexecutive syndrome in offenders with leaming disabilities 
R&D Reference: ReDA 278/C 
REC reference: 08/H0806/61
Thank you for providing us with the documentation listed below relating to your 
research project.
I am satisfied that your proposal and documentation meet with the requirements 
of the Research Governance Framework (DH 2005) and approve your project on 
behalf of Croydon POT, subject to the conditions listed overleaf.
Documents Received & Approved Yes No
"EthlcsTappfication form------ ------- ------------------------  — — ----- /  .
SSI form ✓
Ethics approval letter
Final version of Participants' information Sheet (PIS) on headed 
paper
✓
Letter from sponsor and/or signed page on ethics form ✓
Protocol
indemnity letter ✓
N/A
SSA form ✓
Clinical Trials Agreement (CTA) ✓
Final version of consent form on headed paper ✓
Letter from funder ✓
Letter from local manager ✓
MHRA letter
*SSA approved at PCT
If you require any further information, do not hesitate to contact me at the above 
address
Yours sincerely,
Jennie Mussard
Consultant in Public Health intelligence
1 of2
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The above study is approved subject to the following conditions:
1. The study must adhere to the requirements of the Department of Health's Research 
Governance Framework for Health and Social Care (2005).
2. The protocol approved by the Research Ethics Committee (REC) must be followed 
and any changes only adopted according to your REC approval. Changes must be 
reported to us. Please also inform us if the project is discontinued or suspended for 
more than 6 months.
3. There w^ ll be no call upon PCT resources other than any mentioned In the application.
4. The PCT must t»e notified promptly of any adverse incidents InvoMng PCT patients, 
staff or anyone else, that occur during or as a result of this research. The contact is 
given in the enclosed letter.
5. Your organisation must have In place procedures for detecting and dealing with 
misconduct and fraud. All researchers must be aware of these procedures and any 
instances must be reported to us. Alternatively suspected incidents maybe reported, in 
confidence, directly to us.
6. Unless you request otherwise, we will include details of this project on the National 
Research Register (NRR), and the PCT and sector databases.
7. We will ask you to provide a brief progress report on each anniversary of this approval 
and on completion. You should notify us when your practical work in this area is finished 
and send us a copy cif you final report and/or a summary of your findings.
8. This project may be audited to ensure the requirements of the Research Governance 
Framework are being m et
9. You should notify us if the PCT has claim to any Intellectual Property arising from this 
study.
2 of 2
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London SE58AF A
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«mvtlopJdÆxuk/nara)
Graham Martin
Trainee Clinical Psychologist
University of Surrey
Guildford
Surrey
GU2 7XH
29"’ April 2008
Dear Mr Martin,
Trust Approval: R&D2008/043 -  Dysexecutive syndrome In offenders and non- 
offenders with a Leaming Disability
I am writing to confirm approval for the above research project at South London and 
Maudsley NHS Foundation Trust. This approval applies work iri Specialist -  Leaming 
Disabilities and National Directorate and relates only to the specific protocol and informed 
consent procedures described in your R&D Form. Any deviation from this document will be 
deemed to invalidate this approval. Your approval number has been quoted above and
should be used at all times when contacting this office about this projecL
Amendments, ir^uding the extension to other Trust Directorates, will require further 
approval from this Trust and where appropriate the relevant Research Ethics Committee, 
^ en d m en ts  should.be submitted to this R&D Office by completion of an R&D Amendment 
form together with any supporting documents. A copy of this is attached but Is also 
available on the R&D Office website.
(http://admin.iop.kcl.ac.uk/randd/downloads/RD Approval Amendment Form.doc^
I note that the University of Surrey has confirmed that they will be taking on the role of 
Sponsor for this study.
Approval is provided on the basis that you agree to adhere to the Trust’s Research 
Governance requirements including:
•  Ethical approval must be in place prior to the commencement of this project.
•  As Chief Investigator and/or Principal Investigator for this study you have familiarised 
yourself with, and accept the responsibilities commensurate with this position, as 
outlined in the Research Governance Framework 
{http://www.dh.qov.uk/prod consum dh/arouos/dh diaitalassets/@dh/@en/dnnijmehtR/ 
diqitalasset/dh 4122427.pdfl.
•  Compliance with all policies and procedures of the Trust which relate to research, and 
with all relevant requirements of the Research Govemance Framework. In particular the 
Trest Confidentiality Policy.
R D A L -V 1 -  April 2008 South London and Maudsley
NHS Foundation FriKl
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(http://admin.iop.kcl.ac.uk/rancld/downloads/Confidentialitv Policy 08021 Q.pdfl.
•  Co-operating with the Trust R&D Office’s regular monitoring and auditing of all approved 
research projects as required by the research governance framework, including 
complying with ad hoc requests for information.
•  Informing the Trust’s.Health and Safety Coordinators and/or the Complaints Department 
or of any adverse events or complaints, from participants recruited from within this Trust, 
which occurs in relation to this study In line with Trust policies. Contact details are 
available from the R&D Office if required.
•  Sending a copy of any reports or publications which result from this study to the Trust 
Departments involved in the study if requested.
•  Honorary Contracts must be in place prior to patient contact for all relevant members of 
the research team. Advice on this will be provided by the R&D Office at the point of 
obtaining R&D approval and on an ongoing basis for new members of staff joining the 
research team.
•  Sending a copy of the annual reports and end of project notification submitted to ethics.
Failure to abide by the above requirements may result In the withdrawal of the Trust’s
approval for this research.
If you wish to discuss any aspect of this research approval with the R&D Office, please
contact Gill Lambert g.lambert@ioD.kcl.ac.uk in the first instance.
I wish you every success with this study.
Yours sincerely
h  L û m Ioqj^ '
Gill Lambert
Research Governance/Clinical Trials Facilitator 
SLaM/loP R&D Office
cc. University of Surrey, Clinical Psychology Course, Guildford, Sumey, GU2 7XH 
Enc. R&D Approval Amendment Form
R D /U .-V 1  -  April 2008
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â! UNIVERSITY OF
&  SURREY
Graham Martin
2 Barmouth Road
Shirley
Croydon
Surrey
CRO SEP
28 July 2008
Ethics Committee
Dear Graham
Dvsexecutive syndrome in offenders and non offenders with a learning disabjjty. 
EC/2008/8Q/FAHS Fast-Track ~ . -  , ------
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical 
opinion for the above research on the basis described in the submitted protocol and 
supporting documentation.
Date of confirmation o f ethical opinion: 23 July 2008.
The list of documents reviewed and approved by the Committee under its 
procedure is as follows:-
Fast Track
Detailed protocol — ----------------------- 23 July 08
Signed SSI forms__________  _______________ 23 July 08
Information sheet --------------------- ——--------- 23 July 08
Consent form ----------------------------- 23 July 08
Questionnaire/Interview Schedule -------------------- — 23 July 08
Standard letters -------------------- — ---------- 23 July 08
Protocol submission -----------------------------— 23 July 08
CRB 23 July 08
Confirmation of Favourable Ethical Opinion NHS Berkshire REC given on 12 
May 08 and confirmation of the extension of the favourable opinion for the
23 July 08
new site ----------——---------------— — ■ ■ ■
Confirmation of approval from Institute of Psychiatry, Kings College Lonoon 23 July 08
Confirmation of project approval from Croydon PCT ----------— --- --------- 23 July 08
Evidence of insurance cover/indemnity 23 July 08
This opinion is given on the understanding that you will comply w ith the University's 
Ethical Guidelines for Teaching and Research.
The Committee should be notified of any amendments to  the protocol, any adverse 
reactions suffered by research participants, and if the study is terminated earlier than  
expected with reasons.
You are asked to note that a further submission to  the Ethics Committee will be 
required in the event that the study is not completed within five years of the above 
date.
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Please inform me when the research has been completed. 
Yours sincerely
Aimee Cox (Miss)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethics Committee
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[HEADED PAPER]
LETTER OF INVITATION
Dear Sir/Madam
My name is Graham Martin. I am a Trainee Clinical Psychologist studying at 
the University of Surrey. As part of my course, I am required to conduct a 
research project. My research project is entitled ‘Dysexecutive Syndrome in 
Offenders and Non-Offenders with a Learning Disability.’
This study is supervised by Dr Heather Liddiard, Consultant Clinical 
Psychologist, Croydon Joint Community Learning Disability Team, and Dr 
Mick Finlay, Senior Lecturer, University of Surrey, and has received ethical 
approval from the Berkshire Research Ethics Committee (reference: 
08/H0505/46).
I am looking to recruit participants for the above study and would be most 
grateful for any assistance that you could give me. I need to recruit a total of 
54 participants, 27 who have offended and 27 who have not offended. People 
who have offended can include those who have committed a crime whether or 
not the police were involved with the offence. Detailed inclusion and 
exclusion criteria are outlined below. Further information about participation 
in this research project is outlined in the ‘Carer Information Sheet.'
I would be happy to meet with you to discuss the research project further. 
Yours Faithfully
Graham Martin
Trainee Clinical Psychologist
279
INCLUSION CRITERIA:
• Learning disability
• IQ between 55 and 70
EXCLUSION CRITERIA:
No learning disability 
IQ lower than 55 
IQ higher than 70 
Poorly controlled epilepsy 
Down Syndrome
Diagnosis of Attention Deficit Hyperactivity Disorder (ADHD) 
Current drug and/or alcohol problems 
People unable to give informed consent
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[HEADED PAPER]
Research Proposal
Title:
Dysexecutive Syndrome in Offenders and Non Offenders with a Learning 
Disability
NREC Unique Reference Number:
08/H0505/46 
Chief Investigator:
Graham Martin, Trainee Clinical Psychologist 
Collaborators:
Dr Heather Liddiard, Consultant Clinical Psychologist 
Dr Jane McCarthy, Consultant Psychiatrist
Educational Supervisor:
Dr W.M. Finlay, Senior Lecturer, University of Surrey 
Institutes involved:
University of Surrey
Croydon Joint Community Learning Disability Team 
Mental Health in Learning Disabilities Team, Guy’s Hospital
Address fo r correspondence:
Graham Martin 
Trainee Clinical Psychologist 
University of Surrey 
Guildford
Surrey. GU2 7XH
Telephone: 07809 294928 
Email: g.l.martin@surrey.ac.uk
Lay Summary
282
This study proposes to look at differences in brain functioning between 
offenders and non offenders with a learning disability. Past research has 
suggested that people who offend are more likely to have difficulties in a brain 
region known as the frontal lobes. This area of the brain controls higher 
functioning, such as decision making and inhibition of inappropriate 
behaviour.
No research has been conducted in a learning disability population because 
tests of frontal lobe functioning have been considered unable to differentiate 
between a learning disability and poor frontal lobe functioning. This belief, 
however, has been recently challenged, and a number of frontal lobe tests 
have been identified for use with this population.
Background
Historically, people with a beaming Disability (LD: IQ lower than 70, present 
before adulthood, and difficulties in adaptive functioning) have been 
considered more likely to engage in criminal behaviour. The Mental 
Deficiency Act of 1913 suggested that low intelligence predisposed the person 
to a violent and criminal propensity. Goddard (1920) stated that: “It is no 
longer to be denied that the greatest single cause of delinquency and crime is 
low-grade mentality, much of it within the limits of feeble-mindedness.”
More recent studies have shown that the amount of people with LD arrested 
by the police is relatively low. Prevalence rates of people with LD in Police 
suspects vary between less than 1 % (Winter et al., 1997) and nearly 9% 
(Gudjonsson at a!., 1993). Murphy and Mason (1999) found that rates of 
offending in people with LD were comparable with general population. In a 
study into LD Offenders (LDO), Johnston (2005) concludes that the idea that 
LD predisposes a person to criminality cannot be supported by the available 
evidence. This study also took into account the fact that a high proportion of 
LDOs are diverted away from the Criminal Justice System.
Some possible reasons for the idea that people with LD are more likely to 
commit a crime include the theory that they are more suggestible and 
exploitable by other people, possibly due to a desire to please. They might be 
more likely to get caught, and their crimes may be made more salient by 
increased media coverage (Prins, 1980).
Studies of LDOs have suggested that it is not LD perse that is associated 
with offending, but difficulties with impulse control and inhibition of aggression 
(Hayes & Mcllwain, 1988: cited in Cockram, 2005), or Executive Functioning. 
These traits, among others, appear to be shared with offenders of other, non- 
LD populations (Simpson & Hogg, 2001b).
Problems with Executive Functioning have been noted to predispose people 
to criminal behaviour (Cloninger ef a/., 1993), and furthermore. Executive 
Functioning may be more likely to be compromised in people with LD 
(Jaroszewski, 1997).
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Executive Functioning is conceptualised as a neurological process that is 
situated in the frontal lobes of the brain. It controls higher cognitive functions 
that allow us to monitor and adapt our behaviour to changing situations, or to 
allow a person to “anticipate, understand, and to be held accountable for the 
consequences of one’s actions” (Callahan, 2001).
Executive functioning Is seen as necessary for appropriate, socially 
responsible behaviour, and damage to frontal lobes may result in 
inappropriate and hazardous behaviour.
Studies of the characteristics of offenders support the idea that problems with 
Executive Functioning may predispose someone to offend. Offenders are 
more likely to act on impulse, have difficulties with social interactions, and 
have a disregard for moral obligations (Gillberg, 1995). They may also have 
difficulties with attention, adapting to change, and making appropriate 
decisions (Soderstrom Anckarsater, 2005).
Executive Functioning is not seen as one single system. Lezak (1995) has 
identified four components of Executive Functioning. Others have used 
different names but the basic factors remain similar. Lezak’s four components 
are: volition, planning, purposive action, and effective performance.
Volition:
Volition concerns the individual’s capacity for intentional behaviour. It is 
required to formulate a goal or intention. Motivation and the ability to initiate 
behaviour are necessary requirements, as is an awareness of self and 
surroundings.
Planning:
Planning involves the identification and sequencing of steps to resolve a 
problem, the development of a strategy, the ability to look ahead and conceive 
alternatives, as well as sustain attention. Impulse control and a good memory 
are required for planning tasks.
Purposive Action:
Purposive action allows intention to be transformed into productive activity. 
Purposive action required the ability to initiate, maintain, change, and stop a 
sequence of behaviour, and therefore also requires self regulation to inhibit 
impulsive behaviour.
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Effective Performance:
Effective performance allows for quality control, enabling an individual to 
monitor their behaviour and self correct errors.
Sôderstrôm Anckarsater (2005) found that Executive Dysfunction, or 
Dysexecutive Syndrome, was a good predictor of adult offending.
Psychopathy has been seen as characterised by Dysexecutive Syndrome, 
and furthermore psychopathy has been associated with offending. Studies 
have found that in offenders with psychopathy, lower scores on tests of 
Executive Functioning were associated with more involvement with the 
Criminal Justice System, whereas ‘successful’ offenders, i.e., those who did 
not get caught, showed higher scores (Bihrle & Laçasse, 2001).
Only recently has an attempt been made to measure Executive Functioning in 
people with LD. There are few validated measures for use with an LD 
population in general, and it had been assumed that Executive Functioning 
tests could not differentiate between LD and Dysexecutive Syndrome. Henry 
et ai. (unpublished), however, found that this is not the case, and have 
identified several assessments that can be used with people with LD.
Objectives
Identify people with a diagnosis of LD in addition to a history of offending and 
compare them with a matched group of people with a diagnosis of LD without 
a history of offending on tests of Executive Functioning.
Design
Using a matched participants design, two groups of people who are in receipt 
of LD services will be compared on tests of Executive Functioning. One 
group will consist of people with a history of offending, and the other group will 
consist of people without a history of offending. For the purpose of this study, 
an offence shall be considered any behaviour that would be deemed criminal, 
regardless of whether or not the person has been processed by the Criminal 
Justice System. This is because of the tendency for people with LD to be 
diverted from the courts and into psychiatric settings (Grounds, 1992).
The two groups will be matched on age, gender, IQ, and psychiatric diagnosis 
(if present). These factors have been seen to influence whether a person 
offends (Cockram, 2005; Lynam et ai., 1993; Barron et ai., 2002)
Measures
In an attempt to measure each aspect of Executive Functioning, participants 
will be assessed using several tests. The Controlled Oral Word Association 
Test (COWAT: Benton & Hamsher, 1976) will measure volition, the Action- 
Programme subtest of the Behavioural Assessment of Dysexecutive 
Syndrome (BADS: Wilson et ai., 1996) will measure planning, the Colour 
Trails Test (D’Elia & Satz, 1989) will measure purposive action, and the 
Hayling Sentence Completion subtest of the Hayling and Brixton tests
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(Burgess & Shallice, 1997) will measure effective performance. In 
participants whose IQ is unknown, the Wechsler Abbreviated Scale of 
Intelligence (WASI: Wechsler, 1999) will be used for matching purposes.
The Controlled Oral Word Association Test (COWAT):
Participants are asked to name as many words as they can beginning with a 
particular letter in a limited period of time. Test-retest reliability was 0.70 
(Ross, 2003). A modified version of this test will be used where participants 
will be asked to name as many animals as they can. This assessment will 
take approximately 5 minutes. Motivation and the ability to initiate behaviour 
are required to complete this task.
Spellacy and Brown (1984) found that poor scores on the COWAT were a 
significant predictor of repeat offending.
Action-Programme subtest:
The Action-Programme subtest presents a novel task to the participant that 
requires the development of a plan of action to solve the problem.
Participants have to remove a cork from a container without touching it with 
their hands. This subtest of the BADS has good test-retest reliability (0.67) 
(Wilson et ai., 1996). This assessment will take approximately 10 minutes.
Colour Trails Test:
The Colour Trails Test is a modification of the Trail Making Test (Spreen & 
Strauss, 1991). This modified version has been used with people with literacy 
problems because it minimises the influence of language. This test is in two 
parts: in part 1, participants are presented with a sheet upon which are circles 
coloured either pink or yellow and numbered 1 to 25. They are asked to 
connect the numbers in numerical order. In part 2, they are presented with 
another sheet with two sets of coloured numbered circles from 1 to 25, one 
set in pink and the other set in yellow. They are asked to connect the 
numbers 1 to 25 alternating between pink and yellow, ignoring the numbered 
circles of the other colour. Test-retest reliability was 0.644 for Colour Trails 1 
and 0.787 for Colour Trails 2. Convergent validity, measured with the 
standard Trail Making Test, was 0.408 for Colour Trails 1 and 0.496 Colour 
Trails 2 (D’Elia et ai. 1996). This assessment will take approximately 5 
minutes.
The trails tests are a good test of the ability to initiate and modify a plan of 
action (Gaudino et ai., 1995) and require good impulse control to produce 
purposive action. Offenders who reported that they had difficulty in modifying 
their plan of action also scored poorly on part B of the Trail Making Test 
(Pontius & Yudowitz, 1980).
Hayling Sentence Completion subtest:
In the first part of the test, a sentence is read with the last word missing, and 
the participant is asked to give the word that correctly completes the 
sentence. In the second part of the test, they are read another sentence with 
the last word missing but are asked to give a word that incorrectly completes 
the sentence. The test-retest reliability of the Hayling Sentence Completion
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test is 0.62 (Burgess & Shallice, 1997). This assessment will take 
approximately 5 minutes.
The Hayling Sentence Completion subtest requires the participant to initiate a 
response in part one, and suppress a response in part two, thus requiring 
them to monitor and regulate their behaviour.
Wechsler Abbreviated Scale of Intelligence (WASI):
The WASI is a brief test of cognitive ability yielding an IQ score equivalent to 
the obtained on the Wechsler Adult Intelligence Scale -  3’’'^  Edition (WAIS-III). 
The WASI will be used where participants’ IQ is not known. This assessment 
will take approximately 20 minutes.
In addition to the above assessments, each participant’s primary carer will be 
asked to complete the Background Information form. This will provide the 
participant with a unique identification number to ensure anonymity, and 
record the participant’s age, gender, IQ (if recorded), psychiatric diagnosis (if 
present), and offending behaviour (if present).
Participants
A total sample size of 54 is required to find a medium effect (G Power; Paul et 
al., 2007), 27 people with LD and a history of offending and 27 without a 
history of offending (based upon Henry et al., unpublished). The groups will 
be matched on age, gender, IQ, and psychiatric diagnosis (if present). Only 
those people who have a significant LD (previously referred to as ‘mild’ LD; IQ 
55 -  70) will be included. This is because rates of offending fall off 
dramatically in LD populations with IQs lower than 50 (Simpson & Hogg, 
2001a). The information needed to match participants will be gained from a 
review of their case notes by their primary carer and completion of the 
Background Information form.
People with and without a history of offending will be asked to participate in 
the study. They will be given an information sheet to explain the study and 
will receive chocolate for their participation. This is to encourage participation 
from a population who may be reluctant to engage in research.
Inclusion Criteria
• IQ between 55 and 70
• Aged 18-70
• Able to give informed consent
• English as a first language
Exclusion Criteria
• IQ lower than 55 or higher than 70
• Aged less than 18 or more than 70
• Diagnosis of Attention Deficit Hyperactivity Disorder
• Poorly controlled epilepsy
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• Down’s Syndrome
• Current drug and/or alcohol abuse
• Unable to give informed consent
• People for whom English is not their first language
The inclusion and exclusion criteria are taken from Henry et al. (unpublished) 
because this is the population for whom the tests of Executive Functioning are 
validated. In addition, people for whom English is not their first language will 
be excluded due to the English language requirements of some of the 
assessments (COWAT, Hayling Sentence Completion, WASI).
Setting
The proposed study would draw participants from residential homes served by 
the Croydon Joint Community Learning Disability Team, and the Mental 
Health in Learning Disabilities Team at Guy’s Hospital.
Procedure
Participants will be recruited via a letter of invitation sent to the managers of 
residential homes served by the Croydon Joint Community Learning Disability 
Team and the Mental Health in Learning Disabilities Team. If these managers 
agree to allow their residents to take part in the study, participants will be 
identified by the site collaborator according to the inclusion and exclusion 
criteria. The potential participant’s primary carer will then be approached and 
given a carer’s information sheet outlining the purpose of the study. The 
potential participant will then be approached by their primary carer and invited 
to participate. They will be given two weeks to decide. If they agree to 
participate, signed consent will be gained from them, and a signed assent 
form gained from their primary carer. These will be stored in their case notes. 
Participants will be informed that they can withdraw from the study at any time 
and this will not affect the care they are receiving.
Consenting participant’s details such as age, gender, IQ (if recorded), 
psychiatric diagnosis (if present), and offending history (if present) will be 
recorded on the Background Information form for matching purposes and 
each participant will be given a unique identification number. Assessment 
using the four tests of Executive Functioning will take place in the participant’s 
own home in a comfortable, private room to ensure there are no interruptions. 
The participant’s primary carer will be present at the assessment if requested. 
There will be a comfort break during the assessments for refreshment.
People with and without a history of offending will be matched on age, gender, 
IQ, and psychiatric diagnosis. Each participant will be assessed using the 
COWAT, Action-Programme subtest, the Trail Making Test, and the Hayling 
Sentence Completion subtest. For those without a recorded IQ, they will also 
be assessed with the WASI.
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All participants will receive feedback on their results from the assessments. 
Feedback will also be given to the participant's primary carer if they consent 
to the information being shared.
Main Outcome Measure
As noted previously, Executive Functioning is not viewed as a single system, 
but an interconnected system with separate components collaborating on the 
solution to a problem. As such, four main outcome measures will be used to 
assess the four components of Executive Functioning.
Main Hypothesis
The main hypothesis of this study is that people with a leaming disability will 
show Dysexecutive Syndrome (frontal lobe impairment) as measured by tests 
of Executive Functioning when compared to people with a learning disability 
who have not offended. The null hypothesis is that people with a learning 
disability will not show Dysexecutive Syndrome (frontal lobe impairment) as 
measured by tests of Executive Functioning when compared to people with a 
leaming disability who have not offended.
Statistical Analysis
All participants will be given a unique identification number at the beginning of 
the study, therefore no data will be stored with the participant’s name. Data 
will be stored on password protected PCs at the University of Surrey, Croydon 
Joint Community Learning Disability Team, or Mental Health in Learning 
Disabilities Team on remote drives. No data will be stored on local drives. 
Where possible, data files will also be password protected.
Details such as age, gender, IQ (if recorded), psychiatric diagnosis (if 
present), and offending history (if present) will be collected anonymously on 
the Background Information form and presented in terms of percentages in 
charts.
Data collected from the four Executive Functioning assessments will be 
analysed using a matched sample T-test using SPSS for Windows. 
Participants will be matched on age, gender, psychiatric diagnosis, and IQ. A 
matched sample T-test is used to compare two population means where 
observations in one sample can be paired with observations in the other 
sample.
All data will be screened to determine whether they meet the assumptions for 
parametric testing. In order to ascertain whether the data are normally 
distributed, the Kolmogorov-Smimov test will be used. Data found not to be 
normally distributed will be transformed using square root, logarithmic or 
inverse transformations according to the distribution of the data. The 
transformed distribution of the data will then be re-checked using the 
Kolmogorov-Smirnov test. Those data found to be normally distributed will be 
analysed using a matched sample T-test. In cases where transformations are
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unsuccessful, non-parametric equivalent (Wilcoxon) of the proposed statistical 
tests will be conducted.
Ethical Considerations
All research has the potential to distress participants, particularly those with a 
learning disability. The discovery of one's IQ level, when low, can cause 
distress. Feedback will be given to each participant who is assessed using 
the WASI and will include a description of what their scores mean along with 
identification of any strengths revealed by the assessment.
Not understanding the purpose of the research project can cause distress, 
therefore all participants will be provided with information sheets in large print 
and using pictures to aid understanding. The participant's primary carer will 
read through the information sheet to ensure that they have understood the 
procedure. The participant’s primary carer will also receive an information 
sheet.
Involvement in a research project and assessment by a stranger can be 
distressing. For this reason, all assessments will be conducted in the comfort 
of the participant’s own home, with their primary carer present if requested. In 
this way, their level of distress can be monitored by someone who knows 
them well, and is known to them. The participant’s clinician (site collaborators 
Dr Heather Liddiard and Dr Jane McCarthy) will also be informed of their 
participation. There will be comfort breaks during assessment for 
refreshment.
Although the details of the person’s offending behaviour will not be discussed 
in assessment, half of the sample will be aware that they are being assessed 
due to their offence. For this reason their primary carer will be involved at the 
outset of the study to provide support.
Because this study involves people with a history of offending, there is a small 
possibility of an offence being mentioned. Before assessment each 
participant will be informed that the assessment will remain confidential unless 
during the course of assessment the participant discloses something that 
could cause harm to themselves, others, or property, in which case their 
primary carer will be informed, if not present.
Support for any participant feeling distress due to involvement with this 
research project will be provided by their primary carer. In addition, they will 
also be made aware of the contact details of the NHS Patient Advisor Service 
should they require independent advice.
Potential Benefits Arising from Study
Holland et al. (2000) suggest that current solutions to LDOs fail to treat the 
problem, resulting in a high rate of reoffending. Callahan (2001) outlines 
several successful interventions to improve Executive Functioning, which
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could also reduce the possibility of offending. These interventions could be 
modified for use in an LDO population.
Timetable
Beginning March 2008 Ethical approval from NREC, local NHS REC, and
University ethics
April 2008 Collection of data
July 2008 Completion of data collection
August 2008 Statistical analysis and report writing
September 2008 Submission of research project to University of
Surrey
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Appendix 8
Research Participant Information Sheet
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[HEADED PAPER]
RESEARCH PARTICIPANT INFORMATION
SHEET
Graham Martin would like you to do some puzzles with
him.
This will take you about 30 to 45 minutes.
3  .0 ^
You can stop for tea and biscuits.
You can say no if you don’t want to do the puzzles!
NO!
Graham Martin won’t mind if you say no.
• Ï
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Your carer will be told what you are doing.
Your carer can be with you when you do the puzzles.
You will be given chocolate for your help in doing these
puzzles!
Graham Martin will do puzzles with lots of other people.
Then Graham Martin will write about how everyone did on
the puzzles.
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Graham Martin will not tell other people your name.
Only Heather Liddiard and my teacher at college will read
what I write.
Thank You!
Graham Martin 
Trainee Clinical Psychologist
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Appendix 9
Carer’s Information Sheet
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[HEADED PAPER]
CARER INFORMATION SHEET
We would like to invite your residents to take part in a research study. Before 
you decide you need to understand why the research is being done and what 
it would involve for your residents. Please take time to read the following 
information carefully. Talk to your residents about the study if you wish.
We would like you to consider which of your residents would be able to give 
informed consent if asked to participate, and to identify any residents with a 
history of criminal offending. This would be any act that would be deemed 
criminal and subject to involvement with the police or the Criminal Justice 
System, whether or not they have been involved with them.
Part 1 tells you the purpose of this study and what will happen to your 
residents if they take part.
Part 2 gives you more detailed information about the conduct of the study.
Ask us if there is anything that is not clear or if you would like more 
information. Allow your residents time to decide whether or not they wish to 
take part.
Part 1
What is the purpose of the study?
This research study is a requirement for a doctorate degree in clinical 
psychology at the University of Surrey. We would like to compare people with 
a leaming disability who have offended to a group of people with a learning 
disability who have not offended on tests of brain functioning (executive 
functioning).
Why have they been invited?
We will invite people with a learning disability to participate in this study. Half 
will have a history of criminal offending, and half will not have a history of 
offending. Offending is defined as the act of committing a crime, whether 
there has been police or court involvement or not.
A total of 54 people will be invited to participate, 27 with a history of offending, 
and 27 without a history of offending.
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Do I have to take part?
No. Your residents are free to say no to this research project. Participation is 
entirely voluntary. It is up to them to decide. We will describe the study and 
go through the participant information sheet (version 4), which we will then 
give to your residents. We will then ask them to sign a consent form to show 
they have agreed to take part. They are free to withdraw at any time, without 
giving a reason. This would not affect the standard of care they receive.
What will happen to me if I take part?
We will visit the participant at their own home and ask them to do some 
puzzles. This should take between 20 and 45 minutes. The participant will be 
asked to do these puzzles just once. A review of their case notes will be 
conducted by authorised people to identify their age, history of offending (if 
any), psychiatric diagnosis (if any), and IQ. Their names will not be kept, and 
all data collected will be identifiable only by a participant number.
Expenses and payments
Any expenses for the participant will be paid. The participant will also be 
given chocolate and refreshment for their participation.
What will I have to do?
The participant will complete four brief tests of executive functioning, where 
they will be asked to name animals, join together numbers like join the dots 
puzzles, remove a cork from a container, and complete some sentences. In 
addition, they will be asked to complete a brief IQ test if they do not have a 
recorded IQ level.
What are the possible disadvantages and risks of taking part?
The participant will have to take time to complete the tests.
What are the possible benefits of taking part?
The study may lead to new ways of treating people with a learning disability 
who have offended.
What if there is a problem?
Any complaint about the way you have been dealt with during the study or any 
possible harm you might suffer will be addressed. The detailed information on 
this is given in Part 2.
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Will my taking part in the study be kept confidential?
Yes. We will follow ethical and legal practice and all information about you will 
be handled in confidence. The details are included in Part 2.
Part?
What will happen if I don’t want to carry on with the study?
If you withdraw from the study, we will destroy all your identifiable samples, 
but we will need to use the data collected up to your withdrawal.
What if there is a problem?
If you have a concern about any aspect of this study, you should ask to speak 
to the researchers (Graham Martin or Dr Heather Liddiard) who will do their 
best to answer your questions (see contact details below). If you remain 
unhappy and wish to complain formally, you can do this through your carer 
the NHS Patient Advise and Liaison Service (PALS) (see contact details 
below).
In the event that something does go wrong and you are harmed during the 
research and this is due to someone’s negligence then you may have grounds 
for a legal action for compensation against the University of Surrey but you 
may have to pay your legal costs. The normal National Health Service 
complaints mechanisms will still be available to you.
Will my taking part in this study be kept confidential?
All information will be collected on the test forms using a unique participant 
identification number. No names or other identifying information will be 
stored. All data will be stored at the Croydon Joint Community Learning 
Disability Team or the University of Surrey on remote PC drives to ensure 
anonymity. Only the researcher, Graham Martin, and Dr Heather Liddiard, will 
have access to this data. This data will be kept for 3 years, in accordance 
with the University of Surrey’s research procedures, after which it will be 
securely destroyed. Collected data will be analysed using a statistical 
programme.
All information that is collected about you during the course of the research 
will be kept strictly confidential, and any information about you which leaves 
the hospital/surgery will have your name and address removed so that you 
cannot be recognised.
What will happen to any data I give?
Any data collected will be stored at the Croydon Joint Community Learning 
Disability Team or the University of Surrey. Only the researcher, Graham 
Martin, and Dr Heather Liddiard, will have access to this data. All data will be
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securely destroyed 3 years after collection. The results of each participant’s 
tests will be fed back to them.
What will happen to the results of the research study?
The data collected will be reported for an educational qualification in the form 
of a research paper. This research paper may be published at a later date in 
a scientific journal. No participants will be identifiable in any publication. 
Feedback of individual results will be provided.
Who is organising and funding the research?
The University of Surrey is sponsoring this study, and will pay Croydon Joint 
Community Learning Disability Team for including you in this study.
Who has reviewed the study?
All research in the NHS is looked at by independent group of people, called a 
Research Ethics Committee to protect your safety, rights, wellbeing and 
dignity. This study has been reviewed and given favourable opinion by the 
Berkshire Research Ethics Committee (reference: 08/H050/46).
Further information and contact details
1. General information about research.
General information about research participation can be found at the following 
web site:
http://www.ubht.nhs.uk/research/participatina-in-research-studies.html
2. Specific information about this research project.
Specific information about this research study can be obtained from Graham 
Martin or Dr Heather Liddiard. Contact details are given below.
3. Advice as to whether they should participate.
Advice on participation can be obtained from Graham Martin or Dr Heather 
Liddiard. If the participant would like independent advice, they can contact 
their primary carer at their residential home, or PALS (see contact details 
below)
4. Who they should approach if unhappy with the study.
If participants are unhappy with the study they can contact Graham Martin or 
Dr Heather Liddiard. If they would like independent advice, they can talk to 
their primary carer or PALS (see contact details below).
Contact Details
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Graham Martin 
Trainee Clinical Psychologist 
University of Surrey 
Guildford
Surrey. GU2 7XH.
Telephone: 07809 294928 
Email: g.l.martin@surrev.ac.uk
Dr Heather Liddiard 
Consultant Clinical Psychologist 
Rees House 
2 Morland Road 
Croydon
Surrey. CR0 6NA.
Telephone: 020 8239 4441
Email: Heather.Liddiard@crovdonpct.nhs.uk
Clare Power
Patient Advice & Liaison Service
Croydon PCT
12-18, Lennard Road
Croydon
Surrey
CR9 2RS
Telephone: 020 8274 6333 
Email: pals@crovdonpct.nhs.uk
University of Surrey 
Guildford 
Surrey 
GU2 7XH
Telephone: 01483 300800
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Appendix 10
Background Information Form
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BACKGROUND INFORMATION
Participant Identification Number:________________________
Age: ____
Gender: M / F
Ethnicity ____
IQ (if recorded)__________________________________ ____
Psychiatric Diagnosis (if present)
Offending Behaviour (if present)
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Appendix 11
Colour Trails Test
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Color Trails I
Louis F. D ’Elia. PhD, and Paul Satz, PhD
Form A
Name:
ID#: Date:
( 2)  ®  (D  ® - * ( i
B 4 R  Psychological Assessment itesources, Inc. • 16204 Florida Avenue • Lutz, FL 33549 • 1.800.331.8378 • wmparinc.com
Copyright © 1989,1996 by Psychological Assessment Resources, Inc. All rights reserved. May not be reproduced in whole or in part in any form 
or by any means without written permission of Psychological Assessment Resources, Inc. This form is printed in black, pink, and yellow ink on 
whrte paper. Any other version is unauthorized.
9 8 Reorder #RO-3453 Printed in the U.S.A.
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Color Trails 2
Louis F. D 'Elia, PhD, and Paul Satz, PhD
Form A
Name:
ID#: Date:
B 4IR  IHychological Assessment Resources, inc. • 16204 N. Florida Avenue • Lulz, FI 33549 • 1.800.331.8378 • yvww.paiinc.com
Copyright © 1989,1996 by Psychological Assessment Resources. Inc. All rights reserved. May not tie reproduced in whole or in part in any form 
or by any means without written permission of Psychological Assessment Resources, Inc. This form is printed in black, pink, and yellow ink on 
white paper, Any other version is unauthorized,
9 8 Reorder #RO-3454 Printed in the U.S.A.
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Appendix 12
Action Programme Subtest -  BADS
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Test 2: Action program
For full text and procedure see Manual p. 8 
► Rll the beaker to two-thirds full of water (out of sight of the 
subject) and place the equipment in front of the sufyect.
• 'If you look at the bottom of this tube you will see a small cork...’
• Start stopwatch
• If necessary, prompt after 2 minutes 'I'll give you some help', and 
remove the lid with the wire hook. Try to complete the task now'.
• If necessary, prompt after a further 2 minutes by attaching the 
screw top to the container.
Raw Profile
score score
5 4
4 3
3 2
2 1
<1 0
Tick each stage completed Raw
independently score
P  Removes lid from beaker 
using wire hook 
f  J Attaches screw top to 
container 
7 p  Fills container with water
□  Pours one containerful of water into tube containing cork 
Pours second containerful of water into tube containing cork 
Total profile score | |
Test 3: Key search
For full text and procedure see Manual p. 9
•  Place a photocopy of the response sheet in front of the subject.
•  ‘I want you to imagine that this square is a large field...'
•  'Starting from this dot I want you to draw a line with the pen to 
show me where you would walk to search the field...'
•  If the subject does not grasp the idea, demonstrate on another 
piece of paper.
• 'Although I will be timing you 
there is no time limit...'
• Start the stopwatch.
•  Make notes here. These could indicate, 
for example, the order in which the 
subject makes marks. This will help 
you to calculate the score later.
•  For scoring criteria see Appendices 9.1 
and 9.2 in Manual pp. 20-22.
Entering the field Raw score
•  within 10mm of a comer 
(base of square) = 3
•  base of square (other than within 10mm of comers) = 2
•  somewhere else = 1 
Finishing the search
•  within 10mm of any comer=3
•  base of square (other than within 10mm of comers) = 2
•  somewhere else = 1 
Making a continuous line = 1 
Making all parallel lines = 1 
Making all vertical/horizontal 
lines = 1
Search patterns
• followed one of our pre defined
search patterns (see Appendix 9.1, Manual pp. 20-21) or super­
imposed one pre-determined pattern over another = 5 or 3
•  duplicated or combined one or more of our pre-def ined search 
patterns = 2
•  followed some other obviously systematic, but inefficient 
and/or unsuccessful search pattern = 1
•  ad hoc -  not systematic or pre-planned = 0 i
Has made an obvious effort 
to cover all the ground = 1 
Using their chosen pattern, 
they would find the keys 
(95% certainty) = 1
Time taken
Total 
raw score
Profile
score
Raw Profile
score score
14-16 4
11-13 3
8-10 2
5-7 1
S4 0
If time taken is greater than 95 seconds subtract 1 
from profile score
Total profile score | |
Test 4: Temporal judgement
For full text and procedure see Manual p. 9
'I'm going to ask you to estimate how long it takes to do four
things,..'
Question 1
How long does it take to do Raw
a routine dental check up? score
Question 2
How long does it take a window 
cleaner to clean the windows of 
an average size house?
Question 3
How long do most dogs live for?
Question 4
How long does it take to blow up 
a party balloon?
Total raw score
IfbetweenS&ISmins 
score 1, otherwise 0
If between 15 8i 25 mins 
score 1, otherwise 0
Ifbetween9&15years 
score 1, otherwise 0
If between 50 & 70 secs 
score 1, otherwise 0
*  total I— I 
profile score I— I
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Appendix 13
COWAT
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COWAT Category Fluency
0 - 1 0  secs
11-20  secs
21 -  30 secs
31 -  40 secs
41 -  50 secs
51 -  60 secs
314
Appendix 14
Hayling Sentence Completion Test
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T h im e iV jlley
T en Compaav
the Hayling and
Brixton tests scoring sheet
Subject and test details
Name
Age
Date o f test
Furtfier details
The Hayling Sentence Completion Test 
Score summary
BoxA BoxB BoxC Total scaled scores
(Section 1 Staled score) (Section 2 Scaled score) (Section 2 Errors scaled soore)
Hayling Section 1 : sensible completion
In a momenl I  am going to read you a series o f sentences, each cfwhich has the last word 
missing from it. I  want you to listen carefully to each sentence, and when I  have finished 
each one, your job is to give me a word which completesthe sentence. Do you understand^ 
Practice
Before we start, I ’U give you a couple o f practice sentences so that you can get the hang 
ofit. Are you ready?
Response Time
PI The rich child attended a private 
P2 The crime rate has gone up this 
Test
OK, that’s the end o f the practice items. The next few sentences TU read aren’t  really 
any more difficultthan the two you’ve just done. Bui the important thing is th à tiw a n t 
you to give me your answer as quickly asyoucan-thefaster the better. Is that dear?
1 He posted a letter without a 
Of: He mailed a letter without a
2 In the hist space enter your .
or? In the fir^ Wank enter your i»»-
3 The old house will he tom r
4 It’s hard to admit when one is  ;
5 The J(* was easy most of the
6 When you go to bed turn off the (
7 The game was stopped when it started to
8 He scraped the cold food from his
9 The dispute was settled by a third
10 Three people were killed in a major motorway 
or: Three pet^e were kiHed in an interstate
11 The baby cried and upset her
12 George could not believe that his son had stolen a
13 He crept into the room without a
14 Billy hit his sistw on tfre
15 Too many men are out of
Total time (raw score)
Scaled score (transfer this to box A in score summary above)
Table E
Total Overall
scWed scaled
Classification
23 10 Very superior
22 9 Superior
21 8 Good
20 7 Hiÿ) average
17-19 « Average
15-16 5 Moderate ave.
13-14 4 Low average
11-12 3 Poor
10 2 Wmotmal
<10 1 Impàred
Hayling overall 
scaled score
T ^ A
Raw Scaled
score Comment
0 7 High ave.
1-9 6 Average
10-18 S Moderate ave.
19-22 4 Low ave.
23-50 3 Poor
51-60 2 Abtwmal
>60 1 Impaired
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Hayling Section 2: unconnected completion
Now we are going to move on to the second section o f the test. In this 
section I  w ill read you a set o f sentences with the last word misstng 
ju s t like the ones you have already done, but this time I  want you to 
give me a word which does not f i t  at the end o f the sentence - 1 want 
the wordyougive me to be completely unconnected to the sentence . 
in every way. Do you understand!’
Practice ^
■ Before we start. I ’ll give you a couple o f practice sentences so that 
you can get the hang o f what is required’. Response
PI London Is a very busy 
P2 Hernew shoes were the wrong 
' If the subject makes an error refer to instructions in Manual (page 8). 
lest
'  'OK, that’s the end o f the practice items. Remember that the words 
you give me must be unconnected to the sentence, and that h is  . -
important/oryoutogivemeyouranswerasquicklyasyoucan. , ,  
ArefrmreadyV
1 The captain wanted to Stay with the sinking____________________.
2 They went as far as they  \
3 Most cats see very well at______________ ___________________ _
4 Jean was glad the affair w a s ____________________
5 The whole town came to hear the mayor ___________________
1 6 Most sharks attack very dose t o ____________________
7 None of the books made a n y ____________________
8 The dough was put in the hot___________ ____________________
9 She called the husband at his___________ ____________________
10 All the guests had a very good
11 He bought them in the sweet 
or: He bought them in the candy
12 His leaving home amazed all his *_________________________
13 At last the time for action h a d ___________________
14 The dog chased our cat up the ' ___________________
15 At night they often took a short
- Total time (raw score)
Scaled score (transfer this to box B in score summary on page i)
Tune
r
Table B
Raw Scaled
score score Comment
0 8 Good ,
1-2 7 High average
3-50 6 Average
51-60 5 Moderate ave.
61-100 4 Low average
101-120 3 Poor
121-130 2 Abnormal
>130 1 Impaired
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 
□
o  . □
□ o
□ □
□ o
□ □ 
□ □
s
1 
1
2
3
45
67
8 36
9 42
10 48
11 54
12 60
13 66
14 72
15 78
B score
ii
1 1 
2 2
3 3
4 4
5 9
6 14
7 19
8 24
9 29 
10 34
>10 50
I Converted score 
I (A score + B score)
Table C
Converted
score
Scaled
Comment
0 8 Good
1-3 7 High average
4-9 6 Average
10-12 5 Moderate ave.
13-14 4 low average
15-17 3 Poor
18-29 2 Abnormal
Z30 1 Impaired
HayKng a errors 
scaled score 
(transfer dûs to box 
C in score summary 
on page i)
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Appendix 15
Wechsier Abbreviated Scale of Intelligence
(WASI)
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Name.
W ECHSIER A B B R E V I A T E D  
SCALE OF INTELLIGENCE™
ID.
Address/School. 
Examiner_____
Grade/
.Highest Education.
Record Form
Year Day
Date of Testing
Data of Birth
Age
Subtest Scores
Subtest
vocabulary
Block
Design
Stmilanhes
Matrix
Reasoning
Performance
Sums of 
rScores
4-Subtcst
WISC4I WAJS-IConfiAPerpertw
Verb.
Full-4
Fu ll-2 -
  Profile of _ i
Subtest Scores
Verbal
I#
I
Performance
BD MR
160
155
150
145
140
135
130
125
120
115
110
105
100
95
90
85
80
75
70
65
60
55
50
VKJ PIQ FSIQ
THE
PSYCHOLOGICAL 
y  CORPORATION*
A  Harcourt Assessment Company
Cypyriglii. ©  1999 by The Psyeliological Coiporatioa, a Haiconrt Assessment Company 
Normative data copyright ©  1999 by The Psychological Corporation
A ll righla reserved. No part of this publication may be leproduced or tnmsmitted in any form or by any means, electronic or mechanical, including photocopy, recording, 
or any information storage and retrieval system, without permission in writing from the publisher.
The Fsychclogical Corporotinn and die PH! logo arc registered Iradcmarlcs of The Psychological Corporation.
Wechsier Abbreviated Scale n f Intelligence m i  WASI me iradcmarlcs o f The Psychological Corporation.
Printed in the United Stales o f America
OI.S498l.i32 5 6 7 8 9  10 I I  1 2 A B C D E
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1. Vocabulary
t l
Start Point 
Ages6-8: Item}
Ases9-S9: Itnn 9
0 o
Reverse Rule
AS Ages; Adimnistet (terns 1-4 in 
fofward sequCTCe if  scow of 0  ot 1 on Item 
5 or 6.
Ages 9-69: Adtmnister Items S-8 in 
reverse sequence if  score of 0 or I on Item 
9 or 10.
Discontinue Rule
After S consecutive scores 
ofO
Stop Point
Ages 6-6: After Item 30
Ages 9-11: After Item 34
A ^  12-16: After Bern 38 
Ages 17-69: No stop point
Scoring Rule 
Items 1-4: Oorl
Items 5-42; 0,1, or 2
Response
(Oorl)
1. Fish
2. Shovel
3. Map
4. Shell
(0.1.2)
5. Shirt
6. Shoe
7. Flashlight
9. Bird
10. Calendar
11. Number
12. Bell
13. Lunch
14. Police
15. Vacation
16. Pet
17. Balloon
18. Transform
19. Alligator
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1. Vocabulary (Conünueti)
Hem Response Score
20. Cart
(0,1,2)
21. Blame
22. Dance
23. Purpose
24. Entertain
25, Famous
26. Reveal
27. Decade
28. Tradition
29. Rejoice
30. Enthusiastic
31. Improvise
32. Impulse
33. Haste
34. Trend
35. Intermittent
36. Devout
37. Impertinent
38. Niche
39. Presumptuous
40. Formidable
41. Ruminate
42. Panacea
Maximum Raw Score
Agés 6-8; 
Ages 9-11: 
Ages 12-16: 
Ages 17-89:
55
64
72
80
Total 
Raw Score
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2. Block Design
Start Point Reverse Rule Discontinue Rule Scoring Rule
A fc a iS :  Desigal AgesM9:AdrainislCTltems I-2 ia reve i«  After 3 consecutive scores of 0 Items 1-4: 2 for a correct * s i ç  on Tria] I
Ajes9-89; Design! sequence if score o fO orl on Ile m lo r 4. 1 for a correct design on Triai 2 
0 for incorrect designs on Trials 1 & 2 
Items 5-13: 0-7
Examinee
Score
(Circle the eppropriete score for each design.)
Correct
Design
Completion 
Time In 
Seconds
Time
Lim it
Design
Trial 2
m  m
Trial 1
ZM
T r ia ll
Trial 1
T r ia ll Trial 2
ar-BO" 16--20" i r - i y
Ig '-W  11'-15‘
21 16-20“ 11-15" 1'- 10"
21“-60" 16’-20“ 11‘-15" I'-IO"
46*-65" 31*-45"10. 120"
11. 120"
41"-55" 1"-40"76"-120" 66"-75‘120"12.
1*-40"76"-120" 66"-75"120"
Examiner Total 
Raw Score
Maximum Raw Score
All Ages; 71
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3. Similarities
© # O
start Point
Ages 6-8; Itemi 
Ages M l :  Item 5 
Ages 12-89: Item 7
Reveres Rule
Ages 9-89: Administer Items 1-4 in 
forward teqnence if  score of 0 or 1 on Item 
5 or 6,
Ages 12-89; Admimster Items 5 &  6 in 
leveise sequence if  score of 0 or t cm Item 
7or8.
Discontinue Rule
After 4 consecutive scores of 0
Stop Point
Ages 6-8; After Item 20 
Ages 9-11: After Item 24 
Ages 12-89; No stop point
Scoring Rule 
Items 1-4: 0 or I 
Items 5-26; 0,1, or 2
Item Response Score
eiorl)
► 1. Four-Wheeled Ship BUS Bike Train
2. Dining Items SPOON Pan Bowl Can Opener
3. Clothing Jump Rope Ball SHOES Crayons
4. Fruits BANANA Bean Pumpkin Potato
<0,1.2)
► 5. Red-Blue
6. Circle-Square
 ^ 7. Grapes-Strawberries
8. Cow-Bear
9. Plane-Bus
10. Shirt-Jacket
11. Pen-Pencil
12. Bowl-Plate
13. Love-Hate
14. TV-Newspaper
15. Smooth-Rough
16. Shoulder-Ankle
17. Sit-Run
18. Child-Adult
19. Steam-Cloud
20. Bixd-Plower
21. More-Less
22. Photograph-Song
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3. Similarities(Continued)
Item Response Score
23. Peace-War
24, CapitalisiTi-Sociali.sm
25. Tradition-Habit
26. Freedom-Law
4. Matrix Reasoning
Maximum Raw Score
Ages 6-8: 36
Ages 9-11: 44
Ages 12-89: 48
Total 
Raw Score
Start Point
Administer Sample Items 
A anti B first.
Ages 6-8: Item 1
Ages M l :  Item 5 
Ages 12-44: Item 7 
Ages45-79; Item) 
Ages 80-89: Item 1
o
Reverse Rule
Ages M l  anti Ages 45-79: Atlminister 
Items 1-4 in rcscrse sequeiKC if sct*e of 
II on Item 5 or 6.
.Ages 12-44: Adunuistfe ItesB 1-6 in 
reverse setjuence if score of 0 on Item 7
Of 8.
Discontinue Rule
Afiei 4 consécutive scenes of 
U or after 4 scores of 0 on 5 
consecutive items
Stop Point
Ages 6-8: After item 28
Ages M l :  After Item 32 
Ages 12-44: \o  stop point 
Ages 45-79: After Item 32 
Ages 80-89: After Item 28
Scoring Rule
Items 1-35: 0  or 1
Ifertt Response Options 
(Circle Orre) (Oorl)
A. 1 2 3 4 5 DK
B. I 2 3 4 5 DK
►  t i 2 3 4 5 DK
2. 1 2 3 4 5 DK
3. 1 2 3 4 5 DK
4. 1 2 3 4 5 DK
►  s. 1 2 3 4 5 DK
6. 1 2 3 4 5 DK
1 2 3 4 5 DK
8. 1 2 3 4 5 DK
9. I 2 3 4 5 DK
10. 1 2 3 4 5 DK
11. 1 2 3 4 5 DK
12. 1 2 3 4 5 DK
13. 1 2 3 4 5 DK
14. 1 2 3 4 5 DK
15. 1 2 3 4 5 DK
16. 1 2 3 4 5 DK
17. 1 2 3 4 5 DK
I
M l  I 
45-79 I
Response OpAons 
(Circle One)
Score 
(Oor 1)
18. 1 2 3 4 5 DK
19. 1 2 3 4 5 DK
20. 1 2 3 4 5 DK
21. 1 2 3 4 S DK
22. 1 2 3 4 5 DK
23. 1 2 3 4 5 DK
24. 1 2 3 4 5 DK
25. 2 3 4 5 DK
26. 1 2 3 4 5 DK
27. 1 2 3 4 5 DK
28. 1 2 3 4 5 DK
29. 1 2 3 4 5 DK
30. 1 2 3 4 5 DK
31. 2 3 4 5 DK
32. 1 2 3 4 5 DK
33. 1 2 3 4 5 DK
34. 1 2 3 4 5 DK
35. 1 2 3 4 5 DK
Maximum Raw Score
Ages 6-8: 28
Ages 9-11: 32 
Ages 12-44: 36 
Ages 45-79: 32 
Ages 80-89: 28
Total 
Raw Score
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Behavioral Observations
Reason for Referral/Referral Source:
Aïoîiiaa lowaro lescing le.g., rappon, v v o i k  naoiis, inieresi, moiivaifon, reaciion lo success/iaiiurej;
Physical Appearance:
Attention:
Visual/Auditory/Motor Problems:
Language (dominant language, language spoken in the home, expressive/receptive):
Affect/Mood:
Unusual BehaviorsA/erbalizations:
Other Remarks:
325
Appendix 16
Research Participant Consent Form
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[HEADED PAPER]
RESEARCH PARTICIPANT CONSENT FORM
I understand that Graham Martin wants me to do some 
puzzles.
This will take about 30 to 45 minutes.
I don’t have to do this if I don’t feel like it.
Graham Martin will do puzzles with lots of other people.
Then Graham Martin will write about how everyone did on 
the puzzles.
Graham Martin will not tell other people my name.
Only Heather Liddiard and my teacher at college will read 
what I write.
I can say ’no!’ to this.
Graham Martin won’t mind if I say no.
I can change my mind if I want to!
327
Mv decision
I will da some puzzles with Graham Martin
y
Or
I don’t want to do some puzzles with Graham Martin 
X
My Name;
My Signature:
Today’s Date:
Thank You
Graham Martin
Trainee Clinical Psychologist
328
Appendix 17
Carer’s Assent Form
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[HEADED PAPER]
CARER’S ASSENT FORM
carer of
agree to his/her participation in this
research project.
\ have read the carer’s inforrnâtion sheet and understand what 
participation in this study involves.
I uhderstand that some information shall be collected from the 
participant’s notes.
I understand that all data collected will be anonymised, and that no 
participant shall be identified.
I understand that participants, at any time, can withdraw consent to 
participate in this study, and that the care they receive will not be 
affected.
Signed:
Date:
330
Appendix 18
Participant Feedback Form
331
Research Participant Feedback
Dear
A while ago you did some puzzles with me. Thank you 
very much for your help. This letter is to let you know how 
you did.
1. You joined some numbers together:
®  ®  
® © ®
On this test you scored for part 1, and  for part 2.
You were in th e  range for this test.
2. You finished some sentences:
'hen you go to bed turn
On this test you scored . You were in th e  range
for this test.
3. You named some animals:
332
rKCOOn bear
On this test you scored . You were in the
for this test.
range
4. You got a cork out of a tube:
On this test you scored . You were in the
for this test.
range
5. You told me the meaning of some words, how some 
words were like each other, you looked at some patterns, 
and made some patterns with some coloured blocks.
On this test you scored 
for this test.
You were in the range
Thank you very much for helping me in my college work.
333
Yours sincerely
Graham Martin
334
Appendix 19
Carer’s Feedback Form
335
staff Research Participant Feedback
[PARTICIPANT’S NAME] was a participant in my study, Dysexecutive 
Syndrome in Offenders and Non-Offenders with a Learning Disability. I would 
like to take this opportunity to thank you and [PARTICIPANT’S NAME] for 
your help with this study.
This report summarises [PARTICIPANT’S NAME] results.
Executive Functioning is a neurological process that is situated in the frontal 
lobes of the brain. It controls higher cognitive functions that allow us to 
monitor and adapt our behaviour to changing situations, or to allow a person 
to “anticipate, understand, and to be held accountable for the consequences 
of one’s actions.”
Several tests of executive functioning were conducted: the Colour Trails Test, 
the Action-Programme subtest of the BADS, the COWAT, and the Hayling 
Sentence Completion Test.
[PARTICIPANT’S NAME] results for each of these assessments is given in 
the table below.
SCORE DESCRIPTION
Colour Trails Test
Action-Programme
COWAT
Hayling
These scores are taken from normative data for people with a learning 
disability.
In addition, [PARTICIPANT’S NAME] completed the Wechsler Abbreviated 
Scale of Intelligence (WASI), a brief IQ measure. The test results of the WASI 
should not be used for diagnostic or legal purposes -  for this the Wechsler 
Adult Intelligence Test (WAIS) should be used.
On the WASI, [PARTICIPANT’S NAME] scores were as follows:
SCORE DESCRIPTION
Full Scale IQ
Verbal IQ
Performance IQ
If you would like further information about the tests or [PARTICIPANT’S 
NAME] scores, please feel free to contact me at: 
grahamleemartin@hotmail.com.
Thank you
336
Yours sincerely
Graham Martin
337
Appendix 20
Raw Scores -  Demographics
338
ID
No.
Age Gender Ethnicity Diagnosis IQ Offence
1 30 M
White
British PD 63 Physical Assault
2 62 M
White
British None 58 Physical Assault
3 56 M
White
British None 61 Sexual Contact
4 36 M
White
British Psychosis 57 Theft
5 42 M
White
British None 63 None
6 35 M Indian PD 60 None
7 50 M
Black
British None 57 None
8 45 M
White
British Psychosis 63 Theft
9 29 M Indian None 55 Sexual Non Contact
10 50 M
White
British Psychosis 64 Physical Assault
11 28 M
Black
British Psychosis 56 Physical Assault
12 61 F
White
British ASD 51
Sexual Contact, Theft, 
Property Damage
13 70 M
White
British None 64
Sexual Contact, 
Physical Assault
14 35 F
White
British PD 59
Physical Assault, 
Verbal Assault
15 45 M
White
British None 64 Sexual Non Contact
16 45 M
Black
British None 64 Verbal Assault
17 39 M Indian Psychosis 60 None
18 42 M
White
British None 59 None
19 67 M
White
British None 65 None
20 24 M
White
British None 60 None
21 40 F
White
British PD 57 None
22 53 M Indian Psychosis 69 None
23 64 M
White
British None 53 None
24 38 M
White
British None 56 None
339
25 58 M
White
British None 57 Theft
26 49 M
White
British None 59 Physical Assault
27 31 M
White
British Depression 68 Physical Assault
28 37 M
White
British None 59 Physical Assault
29 26 M
Black
British Psychosis 60 None
30 42 M
White
British Psychosis 60 None
31 70 M
White
British Autism 66 None
32 66 F
White
British None 63 None
33 61 F Indian ASD 55 None
34 61 M
White
British None 59 None
35 32 M
White
British Depression 69 None
36 55 M
White
British None 62 None
37 60 M
White
British None 57 None
38 62 M
White
British None 57 Physical Assault
39 39 F
White
British None 62 None
40 61 F
White
British None 66
Shoplifting, stealing 
from residents
41 39 M
Black
British Psychosis 62
Physical Assault, 
Property Damage
42 38 M
White
British Autism 55 None
43 39 F
White
British None 58 Property Damage
44 43 M
White
British Autism 55 Verbal assault
45 70 M
White
British Autism 64
Verbal assault, property 
damage
46 59 M
White
British Psychosis 61
Physical and verbal 
aggression
47 23 M
Black
British None 55 Physical Assault
48 62 M
White
British Psychosis 59 None
49 35 M
White
British Psychosis 59 None
340
Black
50 20 M British None 54 None
341
Appendix 21
Raw Scores -  Executive Functioning Tests
342
ID No. CTT1 CTT2 BADS COWAT Hayling
1 138.51 240 4 8 3
2 72.94 240 2 11 2
3 240 240 1 9 1
4 240 1 240 0 5 2
5 125.5 228.18 4 16 3
6 121.05 240 4 13 1
7 240 240 1 9 1
8 240 240 4 12 1
9 116.82 240 1 8 4
10 240 240 4 4 1
11 133.92 240 1 10 3
12 240 240 3 7 1
13 133.92 240 0 9 1
14 123.34 170.19 3 7 1
15 213.16 189.54 2 8 1
16 87.3 240 3 19 1
17 89.55 240 3 8 1
18 41.71 240 2 13 4
19 240 240 1 12 1
20 33.03 82.53 4 13 3
21 143.64 240 1 10 1
22 75.33 133.74 3 15 4
23 240 240 3 11 3
24 62.41 207.94 2 14 4
25 240 240 0 8 1
26 79.15 137.74 2 20 2
27 55.48 98.01 4 18 4
28 113.8 226.03 4 14 3
29 189.27 240 3 7 6
30 189.27 240 3 7 4
31 144.36 240 2 5 5
32 240 240 2 16 1
33 170.19 240 1 2 1
34 73.39 82.98 3 10 1
35 207.31 240 1 17 3
36 240 240 1 10 3
37 240 240 1 3 1
38 240 240 1 3 1
39 106.96 240 3 19 3
40 133.33 240 2 9 1
41 206.55 240 0 7 2
42 240 240 1 11 3
43 151.42 240 1 6 1
44 240 240 1 15 1
45 240 240 0 4 1
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46 240 240 0 4 4
47 89.68 125.19 0 11 1
48 240 240 0 3 1
49 240 240 0 3 1
50 240 240 0 4 3
344
Appendix 22
Matching Data -  Demographics
345
MATCH NO AGE GENDER IQ DIAG
1 1 30 M 63 PD6 35 M 60 PD
2 2 62 M 58 N/A23 64 M 53 N/A
3 3 56 M 61 N/A36 55 M 62 N/A
4 4 36 M 57 PSYCHOSIS17 39 M 60 PSYCHOSIS
5 8 45 M 63 PSYCHOSIS30 42 M 60 PSYCHOSIS
6 9 29 M 55 N/A20 24 M 60 N/A
7 10 50 M 64 PSYCHOSIS22 53 M 69 PSYCHOSIS
8 11 28 M 56 PSYCHOSIS29 26 M 60 PSYCHOSIS
9 12 61 F 51 ASD33 61 F 55 ASD
10 13 70 M 64 N/A19 67 M 65 N/A
11 14 35 F 59 BPD21 40 F 57 BPD
12 15 45 M 64 N/A5 42 M 63 N/A
13 16 45 M 64 N/A18 42 M 59 N/A
14 25 58 M 57 N/A34 61 M 59 N/A
15. 26 49 M 59 N/A7 50 M 57 N/A
16 27 31 M 68 DEPRESSION35 32 M 69 DEPRESSION
17 28 37 M 59 N/A24 38 M 56 N/A
18 38 62 M 57 N/A37 60 M 57 N/A
19 40 61 F 66 N/A32 66 F 63 N/A
20 41 39 M 62 PSYCHOSIS49 35 M 59 PSYCHOSIS
21 43 39 F 58 N/A39 39 F 62 N/A
22 44 43 M 55 AUTISM42 38 M 55 AUTISM
mm 45 70 M 64 AUTISM
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31 70 M 66 AUTISM
24 46 59 M 61 PSYCHOSIS48 62 M 59 PSYCHOSIS
25 47 23 M 55 N/A50 20 M 54 N/A
347
Appendix 23
Matching Data -  Executive Functioning
Tests
348
MATCH NO CTT1 CTT2 BADS COW Hayling
1 1 138.51 240 4 8 36 121.05 240 4 13 1
2 2 72.94 240 2 11 223 240 240 3 11 3
3 3 240 240 1 9 136 240 240 1 10 3 j
4 4 240 240 0 5 217 89.55 240 3 8 1
5 8 240 240 4 12 130 189.27 240 3 7 4
6 9 116.82 240 1 8 420 33.03 82.53 4 13 3
7 10 240 240 4 4 122 __75.33 133.74 3 15 4
8 11 133.92 240 1 10 329 189.27 240 3 7 6
9 12 240 240 3 7 133 170.19 240 1 2 1
10 13 133.92 240 0 9 119 240 240 1 12 1
11 14 123.34 170.19 3 7 121 143.64 240 1 10 1
12 15 213.16 189.54 2 8 15 125.5 228.18 4 16 3
13 16 87.3 240 3 19 118 41.71 240 2 13 4
14 L 25 240 240 0 8 134 73.39 82.98 3 10 1
15 26 79.15 137.74 2 20 27 240 240 1 9 1
16 27 55.48 98.01 4 18 435 207.31 240 1 17 3
17 28 113.8 226.03 4 14 324 62.41 207.94 2 14 4
18 38 240 240 1 3 137 240 240 1 3 1
19 40 133.33 240 2 9 132 240 240 2 16 1
20 41 206.55 240 0 7 249 240 240 0 3 1
21 43 151.42 240 1 6 139 106.96 240 3 19 3
22 44 240 240 1 15 142 240 240 1 11 3
.  45_________ 240 240 0 4 1
349
31 144.36 240 2 5 5
24 46 240 240 0 4 448 240 240 0 3 1
25 47 89.68 125.19 0 11 150 240 240 0 4 3
350
Appendix 24
Exploratory Data Analysis
351
Case Processing Summary
Cases
Valid Missing Total
N Percent N Percent N Percent
Colour Trails Test 1 50 100.0% 0 .0% 50 100.0%
Colour Trails Test 2 50 100.0% 0 .0% 50 100.0%
Action Programme 
Subtest BADS 50 100.0% 0 .0% 50 100.0%
Controlled Oral Word 
Association Test 50 100.0% 0 .0% 50 100.0%
Hayling Sentence 
Completion 50 100.0% 0 .0% 50 100.0%
Descriptives
Statistic Std. Error
Colour Trails Test 1 Mean 168.4458 9.93872
95% Confidence 
Interval for Mean
Lower Bound 
Upper Bound
148.4732
188.4184
5% Trimmed Mean 171.5513
Median 179.7300
Variance 4938.912
Std. Deviation 70.27739
Minimum 33.03
Maximum 240.00
Range 206.97
Interquartile Range 127.91
Skewness -.329 .337
Kurtosis -1.406 .662
Colour Trails Test 2 Mean 219.1158 6.35552
95% Confidence 
Interval for Mean
Lower Bound 
Upper Bound
206.3439
231.8877
5% Trimmed Mean 225.3617
Median 240.0000
Variance 2019.632
Std. Deviation 44.94032
Minimum 82.53
Maximum 240.00
Range 157.47
Interquartile Range 2.96
Skewness -2.088 .337
Kurtosis 3.104 .662
Action Programme 
Subtest BADS
Mean 1.84 .197
95% Confidence Lower Bound 1.44
2.24
Interval for Mean
Upper Bound
5% Trimmed Mean 1.82
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Median 2.00
Variance 1.933
Std. Deviation 1.390
Minimum 0
Maximum 4
Range 4
Interquartile Range 2
Skewness 203 .337
Kurtosis -1.255 .662
Controlled Oral Word Mean
Association Test 9.68 684
95% Confidence Lower Bound
Interval for Mean 8.31
Upper Bound
11.05
5% Trimmed Mean 9.58
Median 9.00
Variance 23.406
Std. Deviation 4.838
Minimum 1
Maximum 20
Range 19
Interquartile Range 6
Skewness .295 .337
Kurtosis -.595 .662
Hayling Sentence Mean 2.12 .191Completion
95% Confidence Lower Bound 1 7  A
Interval for Mean
Upper Bound
2.50
5% Trimmed Mean 2.01
Median 1.00
Variance 1.822
Std. Deviation 1.350
Minimum 1
Maximum 6
Range 5
Interquartile Range 2
Skewness .862 .337
Kurtosis -.202 .662
Tests of Normality
Kolmogorov-Smlrnov(a) Shapiro-Wilk
Statistic df Sig. Statistic df Sig.
Colour Trails Test 1 .246 50 .000 .848 50 .000
Colour Trails Test 2 .439 50 .000 .529 50 .000
Action Programme 
Subtest BADS .207 50 .000 .887 50 .000
353
Controlled Oral Word 
Association Test .076 50 .200(3 .973 50 .296
Hayling Sentence 
Completion .317 50 .000 .785 50 .000
* This is a lower bound of the true significance, 
a Lllllefors Significance Correction
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Appendix 25
Statistical Analysis 1 : Executive 
Functioning: Offenders versus Non
Offenders
355
NPar Tests
Wilcoxon Signed Ranks Test
Ranks
Mean Rank -  Sum of Ranks
Colour Trails Test 1 Negative Ranks
Non Offender - Colour 12(a)
Trails Test A Offender
Positive Ranks 9(b)
Ties 4(c)
Total 25
Colour Trails Test 2 Negative Ranks
Non Offender - Colour 4(d)
Trails Test B Offender
Positive Ranks 5(e)
Ties 16(f)
Total 25
BADS Non Offender - Negative Ranks 8(g)BADS Offender
Positive Ranks 9(h)
Ties 8(i)
Total 25
COWAT Non Offender - Negative Ranks
90)COWAT Offender
Positive Ranks 12(k)
Ties 4(1)
Hayling Non Offender-
Total
Negative Ranks
25
6(m)Hayling Offender
Positive Ranks 12(n)
Ties 7(0)
Total 25
10.00
12.33
5.75
4.40
7.44
10.39
11.50
10.63
5.08
11.71
120.00
111.00
23.00
22.00
59.50
93.50
103.50
127.50
30.50
140.50
a Colour Trails Test 1 Non Offender < Colour Trails Test A Offender 
b Colour Trails Test 1 Non Offender > Colour Trails T est A Offender
0 Colour Trails Test 1 Non Offender = Colour Trails Test A Offender 
d Colour Trails Test 2 Non Offender < Colour Trails Test B Offender 
8 Colour Trails Test 2 Non Offender > Colour Trails Test B Offender 
f  Colour Trails Test 2 Non Offender = Colour Trails Test B Offender 
g BADS Non Offender < BADS Offender
h BADS Non Offender > BADS Offender
1 BADS Non Offender = BADS Offender
j COWAT Non Offender < COWAT Offender 
k COWAT Non Offender > COWAT Offender 
I COWAT Non Offender = COWAT Offender 
m Hayling Non Offender < Hayling Offender 
n Hayling Non Offender > Hayling Offender 
0 Hayling Non Offender = Hayling Offender
Test Statistics(c)
356
Colour Trails 
Test 1 Non 
Offender - 
Colour Trails 
Test 1 Offender
Colour T rails 
Test 2 Non 
Offender - 
Colour Trails 
Test 2 Offender
BADS Non 
Offender - 
BADS 
Offender
COWAT Non 
Offender - 
COWAT 
Offender
Hayling Non 
Offender - 
Hayling 
Offender
z
Asymp. Sig. (2-tailed)
-.156(a)
.876
-.059(a)
.953
-.816(b)
.414
-.418(b)
.676
-2.424(b)
.015
b Based on negative ranks.
0 Wilcoxon Signed Ranks Test
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Appendix 26
Statistical Analysis 2: Executive 
Functioning by Gender
358
NPar Tests
Mann-Whitney Test
Ranks
Gender N Mean Rank Sum of Ranks
Colour Trails Test 1 Male 42 25.64 1077.00
Female 8 24.75 198.00
Total 50
Colour Trails Test 2 Male
Female
Total
42
8
50
25.50
25.50
1071.00
204.00
Action Programme 
Subtest BADS
Male 42 25.07 1053.00
Female 8 27.75 222.00
Total
50
Controlled Oral Word 
Association Test
Male 42 25.83 1085.00.
Female 8 23.75 190.00
Total 50
Hayling Sentence 
Completion
Male
Female
Total
42
8
50
27.25
16.31
1144.50
130.50
Test Statistics(b)
Colour Trails 
T e s tl
Colour Trails 
Test 2
Action 
Programme 
Subtest BADS
Cohtroiied 
Oral Word 
Association 
Test
Hayling
Sentence
Completion
Mann-Whitney U 162.000 168.000 150.000 154.000 94.500
Wilcoxon W 198.000 204.000 1053.000 190.000 130.500
Z -.164 .000 -.488 -.371 -2.115
Asymp. Sig. (2-tailed) .870 1.000 .626 .710 .034
Exact Sig. [2*(1-tailed 
Sig.)] .887(a) 1.000(a) .649(a) .726(a) .050(a)
a Not corrected for ties, 
b Grouping Variable: Gender
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Statisticai Analysis 3: Executive 
Ftinctioning by Psychiatric Diagnosis
360
NPar Tests
Manri'Whitney Test
Ranks
Diag Mean Rank Sum of Ranks
Colour Trails Test 1
Colour Trails Test 2
Action Programme 
Subtest BADS
Controlled Oral Word 
Association Test
Hayling Sentence 
Completion
No 26 23.02 598.50
Yes 24 28.19 676.50
Total 50
No 26 22.98 597.50
Yes 24 28.23 677.50
Total 50
No 26 25.04 651.00
Yes 24 26.00 624.00
Total
50
No 26 29.35 763.00
Yes 24 21.33 512.00
Total 50
No 26 24.35 633.00
Yes 24 26.75 642.00
Total 50
Test Statistics(a)
Colour Trails 
Test 1
Colour Trails 
Test 2
Action 
Programme 
Subtest BADS
Controiied 
Oral Word 
Association 
Test
Hayling
Sentence
Completion
Mann-Whitney U 
Wilcoxon W  
Z
Asymp. Sig. (2-tailed)
247.500
598.500 
-1.295
.195
246.500
597.500 
-1.698
.090
300.000
651.000 
-.239
.811
212.000
512.000
-1.946
.052
282.000
633.000
-.633
.526
a Grouping Variable; Diag
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Statistical Analysis 4: Correlation Co- 
Efficients Between Age and Executive 
Functioning Tests
362
Correlations 
Colour Trails Test 1
Correlations
Age Pearson Correlation 1 .320(3
Sig. (2-tailed) .023
N 50 50
Colour Trails Test 1 Pearson Correlation .320(3 1
Sig. (2-tailed) .023
N 50 50
Age
Colour Trails 
Test 1
* Correlation is significant at the 0.05 level (2-tailed).
Graph
1------------------- r
50.00 100.00 150.00
Colour Trails Test 1
Colour Trails Test 2
Correlations
363
Colour Trails 
Age I Test 2
Age Pearson Correlation 
Sig. (2-tailed)
N
Colour Trails Test 2 Pearson Correlation 
Sig. (2-tailed)
N
1 .232 
1 .105 
50 50 
.232 i 1 
.105
50 50
Graph
.. -
150.00
Colour Trails Test 2
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Action Programme Subtest BADS
Correlations
Action
Age
Programme 
Subtest BADS
Age Pearson Correlation 
Sig. (2-tailed)
1 -.187
.193
N 50 50
Action Programme 
Subtest BADS
Pearson Correlation 
Sig. (2-tailed)
-.187
.193
1
N 50 50
Graph
1 2 
Action Programme Subtest BADS
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Controlled Oral Word Association Test
Correlations
Age
Controlled Oral 
Word 
Association 
Test
Age Pearson Correlation 1 -.182
Sig. {2-tailed) .207
N 50 50
Controlled Oral Word Pearson Correlation - 182 1Association Test
Sig. (2-tailed) .207
N 50 50
Graph
o o o
Controlled Oral Word Association Test
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Hayling Sentence Completion Test
Correlations
1 Hayling 
Sentence 
Age Completion
Age Pearson Correlation 
Sig. (2-tailed)
N
Hayling Sentence Pearson Correlation 
Completion
Sig. (2-tailed)
N
1
50
-.324(3
.022
50
-.324(3
.022
50
1
50
* Correlation is significant at the 0.05 level (2-tailed).
Graph
Hayling Sentence Completion Test
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Statistical Analysis 5: Executive 
Functioning by Offending Type
368
NPar Tests
Mann-Whitney Test
Ranks
Offence N Mean Rank Sum of Ranks
Colour Trails Test 1 Physical Aggression 13 10.27 133.50
Other 12 15.96 191.50
Total 25
Colour Trails Test 2 Physical Aggression 13 11.08 144.00
Other 12 15.08 181.00
Total 25
Action Programme 
Subtest BADS
Physical Aggression 13 13.77 179.00
Other 12 12.17 146.00
Total
25
Controlled Oral Word 
Association Test
Physical Aggression 13 13.27 172.50
Other 12 12.71 152.50
Total 25
Hayling Sentence 
Completion
Physical Aggression
Other
Total
13
12
25
16.12
9.63
209.50
115.50
Test Statistics(b)
Colour Trails 
Test 1
Colour Trails 
Test 2
Action 
Programme 
Subtest BADS
Controlled 
Oral Word 
Association 
Test
Hayling
Sentence
Completion
Mann-Whitney U 42.500 53.000 68.000 74.500 37.500
Wilcoxon W 133.500 144.000 146.000 152.500 115.500
Z -1.996 -1.815 -.557 -.191 -2.439
Asymp. Sig. (2-tailed) .046 .070 .577 .848 .015
Exact Sig. [2*(1-tailed 
Sig.)] .052(a) .186(a) .611(a) .852(a) .026(a)
a Not corrected for ties, 
b Grouping Variable: Offtype
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Statisticai Analysis 6: Correlatidn Cd- 
Efficients Between IQ Level and Executive 
Functioning Tests
370
Colour Trails Test 1
Correlations
Intelligence
Quotient
Colour Trails 
Test 1
Intelligence Quotient Pearson Correlation 1 -.157
Sig. (2-tailed) .277
N 50 50
Colour Trails Test 1 Pearson Correlation -.157 1
Sig. (2-tailed) .277
N 50 50
Graph
Io
S  6 0 -  
5
O)
o
o  o
o o
o o o  o o
o
— 1--------------------------------- 1 1---------------------------------- 1—
50.00 10000 15000 200 00
Colour Trails Test 1
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Colour Trails Test 2
Correlations
Intelligence
Quotient
Colour Trails 
Test 2
Intelligence Quotient Pearson Correlation 1 -.162
Sig. (2-tailed) .262
N 50 50
Colour Trails Test 2 Pearson Correlation -.162 1
Sig. (2-tailed) .262
N 50 50
Graph
Colour Trails Test 2
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Action Programme Subtest BADS
Correlations
!
1
Intelligence | 
Quotient
Action 
Programme 
Subtest BADS
Intelligence Quotient Pearson Correlation 1 .261
Sig, (2-tailed) .067
N 50 50
Action Programme Pearson Correlation 
Subtest BADS
Sig. (2-tailed)
.261
.067
1
N 50 50
Graph
Action Programme Subtest BADS
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Controlled Oral Word Association Test
Correlations
Controlled 
Oral Word 
Intelligence Association 
Quotient Test
Intelligence Quotient Pearson Correlation 
Sig. (2-tailed)
N
Controlled Oral Word Pearson Correlation 
Association Test
Sig. (2-tailed)
N
1 .313(3  
.027
50 50 
.313(3  1 1
.027
50 50
Correlation is significant at the 0.05 level (2-tailed).
Graph
o
®  6 0 -
Controlled Oral Word Association Test
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Hayling Sentence Completion Test
Correlations
...... ......
Intelligence
Quotient
Hayling
Sentence
Completion
Intelligence Quotient Pearson Correlation 1 .142
Sig. (2-tailed) .324
N 50 50
Hayling Sentence Pearson Correlation 
Completion
Sig. (2-tailed)
.142
.324
1
N 50 50
Graph
Hayling Sentence Completion Test
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Appendix 31
Normative Data
376
PERCENTILE
5 10 25 50 75 90 95
CTT1 240.00 240.00 240.00 179.73 112.09 72.985 49.28
0 0 0 0 0 4
CTT2 240.00 240.00 240.00 240.00 237.04 134.14 91.24
0 0 0 0 5 0 7
BADS 0.00 0.00 1.00 2.00 3.00 4.00 4.00
COWA
T
2.55 3.00 6.75 9.00 13.00 16.90 19.00
Hayling 1.00 1.00 1.00 1.00 3.00 4.00 4.45
Percentile Scores: Total Sample
PERCENTILE
5 10 25 50 75 90 95
CTT1 240.00 240.00 240.00 189.27 98.255 54.130 35.63
0 0 0 0 4
CTT2 240.00 240.00 240.00 240.00 234.09 113.43 82.66
0 0 0 0 0 6 5
BADS 0.00 0.00 1.00 2.00 3.00 4.00 4.00
COWA
T
1.30 2.60 6.00 10.00 13.50 16.40 18.40
Hayling 1.00 1.00 1.00 3.00 3.50 4.40 5.70
Percentile Scores: Non Offenders
PERCENTILE
5 10 25 50 75 90 95
c m 240.00 240.00 240.00 151.42 115.31 76.666 60.718
0 0 0 0 0
CTT2 240.00 240.00 240.00 240.00 233.01 132.72 106.16
0 0 0 0 5 0 4
BADS 0.00 0.00 0.00 1.00 3.00 4.00 4.00
COWA
T
3.30 4.00 6.50 8.00 11.50 18.40 19.70
Hayling 1.00 1.00 1.00 1.00 3.00 4.00 4.00
Percentile Scores: Offenders
PERCENTILE
5 10 25 50 75 90 95
c m 546.08
0
435.60
4
304.47
0
133.92
0
87.300 59.638 39.97
4
CTT2 949.83 746.09 450.00 354.24 207.94 114.31 82.89
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2 8 0 0 0 8 0
BADS 0.00 0.00 1.00 2.00 3.00 4.00 4.00
COWA
T
2.55 3.00 6.75 9.00 13.00 16.90 19.00
Hayling 1.00 1.00 1.00 1.00 3.00 4.00 4.45
Percentile Scores: CTT Adjusted
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